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SULFASUXIDINE®-NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


The urgency of sudden diarrheal spasm is quickly 
controlled with CREMOMYCIN. Both bacillary 
and nonspecific diarrheas respond to palatable 
CREMOMYCIN— often after only a few doses. 
Neomycin and Sulfasuxidine have an antibacte- 
rial action which is concentrated in the gut. 
Kaolin and pectin soothe the inflamed mucosa, 
adsorb the toxins, quiet the irritated intestine. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. INc.. PHILADELPHIA 1, PA. 
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imple vomiting of 


pregnancy occurs in 
about 50 per cent of all 


pregnant women. 


**.,. the patients who 
vomit upon the change 
of position respond well 
to Dramamine when 
given in doses of 50 mg. 
three times daily.” 


Slovin, I.: 

The Early Toxemias 
of Pregnancy, 
Delaware State 


M. J. 25:48 (Feb.) 1953.. 


Dramamine’ 


Brand of Dimenhydrinate 
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frozen 


shoulder 


Bursitis and tenosynovitis are new terms to home- 
makers, but they are not uncommon sequels to over- 
exertion. Early antirheumatic therapy is to be 
encouraged in the treatment of these conditions, as 
it is in more serious rheumatic conditions, to allevi- 
ate pain and prevent progression of the disorder. 
With adequate therapy the prognosis of bursitis in 
its acute stage is good. Delaying therapy may result 
in extension of the inflammation and gross anatom- 
ical changes that tend to incapacitate the patient. 


SIGMAGEN provides doubly protective corticoid-sali- 
cylate therapy—a combination of METICORTEN® (pred- 
nisone) and acetylsalicylic acid providing additive 
antirheumatic benefits as well as rapid analgesic 
effect. These benefits are supported by aluminum 
hydroxide to counteract excess gastric acidity and by 
ascorbic acid, the vitamin closely linked to adreno- 
cortical function, to help meet the increased need for 
this vitamin during stress situations. 


protective corticoid-salicylate therapy 


SIGMAGEN 


corticoid-analgesic compound Tablets 


for patients 
5 / who go beyond 
their physical 
capacity 
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Antisepsis 
that is 


FAST 
and 


DEPENDABLE! 


EPHIRA 


—brand of refined benzalkonium 


fast — kills many gram-positive and gram- 
negative bacteria in seconds, 


dependable — reliable bactericidal and 
bacteriostatic effectiveness combined with 
marked wetting and penetrating activity. 


well tolerated — virtually nontoxic and 
nonirritating to tissue cells — well tolerated 
in surface application or irrigation. 


versatile — for antisepsis in surgery, ob- 
stetrics and gynecology; urology; derma- 


Zephiran® chloride 


(| LABORATORIES 


New York18,N.Y. 


chloride—is an antiseptic that is 


tology; eye, ear, nose and throat; pediatrics 
and general practice. Excellent for instru- 
ments, too!* 


economical-—1 oz. Zephiran concentrate 

makes | gallon of 1:1000 Zephiran solution. 

Zephiran chloride Tincture 1:1000 tinted and stainless 
bottles of 8 fl. oz. and 1 gallon 


Zephiran chloride AQuEous SoLuTiIoNn 1:1000 
bottles of 8 fl. oz. and 1 gallon 


Zephiran chloride Concentrate 12.8% aqueous solution 
(must be diluted—1 0z. makes 1 gallon of 1:1000 
solution), bottles of 4 fl. oz. and 1 gallon 


*with Anti-Rust Tablets (Winthrop) 


scores every time! 


Windsor, Ont. 


Zephiran, trademark reg. U. S. Pat. Off. 1051M 
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a false sense 
of well-being 
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true emotional 
control 


Serpasil provides more than eupho- 
ria—more than temporary escape 
from the stresses and strains that 
are actually a “‘normal’’ part of life. 
Rather, Serpasil sets up a “‘stress 
barrier’’ against anxiety and tension 
the patient would otherwise find 
intolerable. In a low, once-a-day 
dose Serpasil keeps out external 
pressures long enough for the emo- 
tionally disturbed individual, with 
your help, to deal calmly with his 
internal conflicts. 


(reserpine CIBA) 


TABLETS, 0.1 mg., 0.25 mg. (scored), 1 mg. 
(scored), 2 mg. (scored) and 4 mg. (scored). 


ELIXIRS, 0.2 mg. and 1 mg. per 4-ml. teaspoon. 


CIBA 


SUMMIT, J. 


2/2398MB 


Although it is first choice in hypertension, 
Serpasil does not significantly lower 
blood pressure in normotensive patients. 
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for AUTHORS 


® Postcrapuate Mepicine, the official journal of 
the Interstate Postgraduate Medical Association, is 
published to present authoritative, original articles 
of high scientific value and of special clinical in- 
terest, with the emphasis on diagnosis and treatment. 


The Editors of Postcrapuate MepiciNe will be 
pleased to consider original papers in the fields 
of general medicine, as well as all the special- 
ties, so presented as to be of practical value to 
practicing physicians. 


Manuscripts become the property of PosTGRADUATE 
MepiciNE when they are accepted for publication. 
They must not have been published elsewhere in 
whole or in part. Permission for reproduction in 
reputable publications will be granted on request, if 
credit is given PostGRADUATE MEDICINE. 


Papers should be typewritten, double or triple 
spaced, and the original, not a carbon copy, should 
be forwarded. Tissue weight paper should not be 
used. Authors’ full names, academic or professional 
titles, and complete addresses should be given. 


Bibliographies, if prepared, should be kept to a 
minimum—preferably not more than 12 references— 
and typed on separate sheets. Bibliographies should 
follow the style of the Index Medicus, giving the 
author’s full name, complete title of article, the 
abbreviated name of the journal, volume number, 
first page, and the year. References to books, mono- 
graphs and pamphlets should include the author. 
title, name and city of the publisher, year of publica- 
tion, edition and page number of the reference. Ref- 
erences should be numbered consecutively through- 
out the paper and listed in order by number from 
the text. 


PosTGRADUATE MEDICINE stresses the use of illus- 
trative material in the form of photographs, 
x-rays, charts, graphs, line drawings, etc., all 
costs for black and white reproduction being 
assumed by THE JOURNAL. All illustrations will 
be returned. Illustrations should be numbered 
and the top indicated. They must be accompanied 
by legends numbered to correspond and the posi- 
tion in the text indicated. 


Galley proofs will be furnished the authors. Reprints 
of articles are available and a price list and order 
card are submitted with the galley proofs. 


All correspondence pertaining to editorial matters 
should be addressed to the Editorial Department, 
Postcrapuate Mepicine, Essex Buffing, Minneapo- 
lis 3, Minnesota. 
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Her Life 


is Less Frenzied-— 


—since the strained and tense feelings of rush, 


a pressure, anxiety about her work have been 
i eased with— 


You prescribe a calmer outlook almost immediately when you 
prescribe Butiserpine. 


Smooth-acting Butisol® Sodium goes to work at once on the 
tension-relief job, reducing nervous anxiety, while reserpine in 
safer low dosage gradually builds up its tranquilizing effect. 


Each tablet or teaspoonful of elixir contains: 
Butisol Sodium 15 mg. (1/4 gr.) 
(Butabarbital Sodium, McNeil) 
Reserpine 0.1 mg. 
e Tablets” e Elixir 
e Prestabs* Butiserpine R-A (Repeat Action Tablets) *Trade-Mark 
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Lahey 
Clinic 
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RICHARD B. CATTELL, M.D. 


Guest Editor 


in sub-acute 


and chronic eczemas 


new tar-steroid 
combination 


accelerates degree and 


rapidity of response 


Tarcortin 


nummular eczema 
hand eczemas 
atopic dermatoses 
seborrhea 
anogenital pruritus 
dermatitis venenata 


When a prompt response is 
desired in sub-acute and 


chronic dermatoses Tarcortin 
is indicated... this syner- 
gistic tar-steroid therapy is 
particularly valuable in resis- 
tant and refractory cases. 


Formula: 0.5% hydrocortisone; 5% 
special coal tar extract cream 
(Tarbonis®) 
Available: 7 gram, and 1 ounce 
tubes. 
Write for samples: 
Tarcortin cream... 
tar-steroid therapy 

Tarbonis cream... 

coal tar therapy alone 


REED & CARNRICK 
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Gives fast relief of 


nasal congestion 


Novahistine works better than anti- g4*/ 
histamines alone. The combined actiog 
of a vasoconstrictor with an antihigfas’ 
minic drug provides marked 


decongestion, inhibits 


tion...combats allergic reacgonssOral 
rgi 


dosage avoids patient misuse of figse 
drops, sprays and inhalants...el 
nates rebound congestion. Novahisti 


will not cause jitters or insomnia. 


Each Novahistine Tablet or teaspoon- 
ful of Elixir provides 5.0 mg. of phenyl- 
ephrine HC] and 12.5 mg. of prophen- 


pyridamine maleate. For patients who 66 UN O C k he 


need greater vasoconstriction, Nova- 

histine Fortis Capsules, Novahistine l dl 

with APC and Novahistine with Pei- CLOSE “Up 
cillin Capsules contain twice the 


amount of phenylephrine. e ecco 


Pltman-Moere (ompuny 


Division of Allied Laboratories, tne. 
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New (23rd) Edition! 


With nearly 4,000 new words 


the big red ‘’‘Dorland”’ sets a new 


standard for medical dictionaries 


“Look it up in Dorland” — and you won't be disappointed 


How old is your medical dictionary? When 
you look up a new word is the definition there 
to meet you? You'll find no other dictionary 
that meets your needs so completely as does 


the New (23rd) Edition of “Dorland”. 


Just published, “Dorland” is a masterpiece of 
dictionary making. It defines all the words of 
medicine you want—thousands more than any 


other medical dictionary. 


The big red “Dorland” has been the standard 
of the medical world for more than half a 
century. The New (23rd) Edition sets a new 
standard with such features as these: 


Nearly 4,000 new words added. All of these 
represent additions to the literature—not 
merely insertions of definitions that should 
have been in the last edition. 


1,000°s of improved definitions. The distin- 
guished editors and consultants have gone 
through “Dorland” page by page and have 
altered and improved literally 1,000’s of defi- 
nitions to conform with changing concepts. 


Easy on your eyes. Although “Dorland” has 
been reset from first word to last on a larger 
page, the type face remains the same. An ex- 
haustive study of legibility determined that in 
no other dictionary are words so easily recog- 
nizable as in “Dorland”. 


Rewritten anatomical tables. The tables of 
arteries, muscles and nerves have been thor- 
oughly revised to reflect latest knowledge. 


Modern Drugs. A 19 page table lists the drugs 
currently accepted by the American Medical 
Association, classified according to their use 
and accompanied by a statement of the usual 
adult dose and the route of administration. 


THE EDITORIAL BOARD 
LESLIE BRAINERD AREY, Ph.D., Se.D., LL.D. 


Robert Laughlin Rea Professor of Anatomy, Northwestern University 


WILLIAM BURROWS, Ph.D. 


Professor of Microbiology, The University of Chicago 


J. P. GREENHILL, M.D. 


Professor of Gynecology, Cook County Graduate School of Medicine 


RICHARD M. HEWITT, A.M., M.D. 
Senior Consultant, Section of Publications, The Mayo Clinic 
1598 pages, 614”x9%4”, more than 700 illustrations, with 


50 full page plates. Flexible binding. Thumb indexed. 
$12.50 New (23rd) Edition! 


Use the convenient SAUNDERS order form on next page ==> 
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A New Book! 


TRACY— 


An experienced trial lawyer 
gives physicians practical 


tips on what to do in court 


The 
DOCTOR 


as a 
WITNESS 


Tells you just what your legal rights and duties are 


This is a valuable little book for every doctor 
to have in his library “just in case”. You never 
know when you will be asked to appear in 
court as a witness in a malpractice suit, on 
issues of sanity, compensation cases, etc. So 
be prepared with the facts of court procedure 
at your fingertips. 


Mr. Tracy, an experienced trial lawyer, advises 
you of the many legal pitfalls you may expect 
to encounter when testifying from the witness 
stand. He shows you how an unwary physician 
may be led into traps by a shrewd examiner 
and he gives you specific instructions for the 
avoidance of such traps. 


(Questions like these are answered fully and 
directly in this readable new book: 


Is a physician permitted to testify concerning 
information he has received in the doctor- 
patient relationship? How does this position 
vary from state to state? 


April 1957 
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When can a doctor refuse to answer a question 
on the grounds that the answer might hurt his 
career? 


Can the attorney for the other side ask a doc- 
tor-witness questions to test his knowledge of 
medicine? 


Should the physician-witness arrange in ad- 
vance of the trial for the fee he is to be paid? 


Exactly what should the physician expect from 
the attorney for his side in the way of pre-trial 
advice and assistance during the trial? 


You'll save yourself time, money and possibly 
embarrassment in the future if you order a 
copy of this helpful book today! 


By JOHN EVARTS TRACY, Professor of Law (Emeritus) University 
of Michigan. Author of Corporate Foreclosures, Corporation Practice, 
Handbook of the Law of Evidence, and the Successful Practice of Law. 


221 pages, 534” x 8”. $4.25. New! 


Please send me and charge my account: 


Dorland’s Illustrated Medical Dictionary $12.50 
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Intraocular pressure is significantly reduced by DIAMOx in various types of 
glaucoma — acute congestive glaucomatous crisis, simple glaucoma which does 
not respond to miotics, and some secondary glaucomas. Well-tolerated, nontoxic, 
easily administered, DIAMOx has proved to be a highly useful drug. 


Preoperatively, DIAMOX is particularly useful in conditions where intraocular 
pressure is high and reduction is required. 


Postoperatively, DIAMOX aids early restoration of the anterior chamber and 
maintenance of a formed area. 


Diagnostically, in glaucoma and other ophthalmologic conditions, DIAMOx clears 
corneal edema, greatly enhances visibility, permits examination of the interior of 
the eye. 


Suggested dosage of DIAMOx for most ophthalmologic conditions is 5 mg. per kg. 
every six hours day and night. In severe glaucomatous crises the intravenous 
form may provide quicker reduction of global pressure. 


Supplied: Scored tablets of 250 mg. (Also in ampuls of 500 mg. for parenteral use.) 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER, N. Y. 


*Reg. U.S. Pat. Off 
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water-soluble vitamins B and & 

Pyridoxine Hytrochineiie (B,.) Smeg. 


administered to provide 
pancreatic enzymes nece: 
for normal metabolism. 


psin N.F.... 250 
(in gastric-soluble coating) 


Pancreatin U.S.P ... 300 mg. 


: APPROACHED TH JGH. METABOLIC AGEME 
A. Ha Calif. Med. 79:437, 1983. 
mg. Also useful in reducing insulin 
> as a nutritional supplement : 
(in enteric-coated core) particularly for the aged. 


provides'tht: emotional ATARAX® (hydroxyzine) and the 
ferred corticoid, STsRANE® (prednisoloné) control of emotional facters: 
by trangquilization enhanees response to: the corticoid for gréater clinieal: 
improvement often permits substantial reductions in corticota dosage, 
accompanied by reduction of hormonal side effects . confirmed by marked 
= 96% Of 1095 eases of varied corticoid 


of 30. and 100, 


10 prednisolone yzine 
hydrochloride, i: orci d tablets, Bottles 
of 100, 


advantages: greater fey at losage 
(2) effective trangullicatio: permits lower 
corticoid dosage 


1, communications 


In Arthritis, Asthma, Allergic Dermatoses = | 
Pi 
chloride, in green, scored tab! Battles of 20 
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— 


Iv’s time to buy a new house. If the astrolo- 
gers say your horoscope is in the right sign, 
if the moon’s full, and if your wife has just 
found out that two other doctors have bought 
homes in a new addition— it’s time to move. 
This is one of those self-evident truths that 
make argument pointless. 

So you go looking. A house with three bed- 
rooms and two and a half baths is the least 
you can consider—anything less will do some- 
thing psychologic to your kids, and they may 
end up enuretic. First, you must get into an 
area with a good school. This is easily deter- 


mined by your real-estate agent. A “good” 
school is one in the district where he has a 
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house for sale; all the other schools are “not 
so good.” 

Then you need a “good” area. As the real- 
estate man says, “A man in your position owes 
it to himself.” If you buy the house you'll also 
owe it to him. There’s got to be a big yard 
for the kids to rest their eyes on during the 
TV commercials. Too, you need a yard to 
work in on week ends. Even though you may 
have cut weeds for a living a few years back, 
now you've got to do it again and act as 
though you enjoy it. 

Sometimes, it’s wise to measure one of the 
three bedrooms just to be sure there’s enough 
floor space to allow at least a single bed to 
sit flat. The master bedroom is easily located 
because there’s a “john” in the closet and a 
shower that’s so low it can be used for a sitz 
bath. The kitchen area is between the 220 V 
outlets, and the dining space is the remaining 
3 ft. between there and the back door. 

So you move. And it costs twice the esti- 
mate, because the movers have to carry the 


furniture up a hill that they hadn’t noticed 
before. Two weeks later, you’ve grown quite 
a beard, but your razor is still packed some- 
where, and people are beginning to like it; so 
you quit hunting the razor and start finger- 
ing your beard. It doesn’t take long to get into 
the new routine of making a trip over to your 
old house to pick up your dog, since every 
time he gets loose he heads straight for the 
old neighborhood. 

One day there’s a prevailing breeze from 
the west; your topsoil disappears into your 
neighbor’s open window, and you decide to 
have a rock garden instead of a lawn. Inci- 
dentally, you should try to get along with 
your neighbor whether you speak or not. If 
you have a dog and kids and he has flowers 
and a lawn, you're off to a good homicidal 
start. Then if his wife belongs to the temper- 

(Continued on page A-20) 
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® nonaddictive, relatively nontoxic, well tolerated 
» well suited for prolonged therapy 
» no blood dyscrasias, liver toxicity, Parkinson-like 


syndrome or nasal stuffiness 


» chemically unrelated to phenothiazine compounds 


and rauwolfia derivatives 


orally effective within 30 minutes for a period of 6 hours 


anxiety and tension states and muscle spasm 


> Tranquilizer with muscle-relaxant action 
= | New Brunswick, N. J. 
\ % = SUPPLIED: 400 mg. scored tablets (Bottles of 50 tablets) 
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Usual Dosage: 1 or 2 tablets t.i.d. 
Literature and samples available on request 


©M-3706-R4 
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for amxietu 
2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate—U.S. Patent 2,724,720 
INTRODUCED 
By 
WALLACE 
LABORATORIES 


is the symbol 
of the 


Standardized 
Tablets 
Quinidine Sulfate 


Natural 


0.2 Gram 
(approx. 3 grains) 
produced by 
Davies, Rose & Co., Ltd. 


By specifying the name, the 

_ physician will be assured that this 

standardized form of Quinidine 

Sulfate Natural will be dispensed 
to his patient. 


Clinical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. Pe 
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“Placebo” 


ance league and your friends are the reason 
the league was formed, little more is needed— 
particularly, if, after the party is over, your 
friends are prone to form a chorus and render 
a couple of verses and honk a few horns. 
There’s always a neighbor or two who man- 
age to convey the idea that the block was a 
little cozier before you arrived. Usually you’re 
breaking some tribal rite that has evolved in 
the block, like not owning a power mower or 
leaving your car in the street at night. You 
can either hire a consulting sociologist to study 
the local customs or settle back and try to 
appear a happy eccentric. One of the most 
effective alienating procedures is to wander 


out in the yard in your undershirt, sipping on 
a can of beer on a Sunday afternoon when 
your neighbor’s wife is having a sedate little 
lawn party. Within 48 hours, this will usually 
produce a 6 ft. fence on the property line. An 
equally effective maneuver is to clean up the 
basement some windy evening and to burn 
old newspapers in a roaring fire at midnight. 

Actually, whether you really like dogs or 
not, you owe it to your lawn to have one, if 
for no other reason than to keep other dogs 
off. The best neighbor I ever had had only one 
fault—he always took a couple of drinks be- 
fore dinner and a fifth after dinner. This was 
his own business, but, after he had taken the 
baby sitter home, he had a tendency to miss 
his driveway. It really bothered him more 
than it did me; in fact, he offered to split the 
cost if I wanted to pave my front yard, since 
we spent every Sunday morning filling in the 
ruts he’d made the night before. 

If you’re a doctor, your neighbors will over- 
look most of your shortcomings (except they’ll 
figure you’re a failure if you don’t drive a 
Cadillac); and if you’re a psychiatrist, there’s 
no problem, for no matter how old you are, 
you'll never be quite up to their expectations. 
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Here is Effective Antihypertensive therapy 
WITH GREATER SAFETY 


full effects with smaller doses 


Alseroxylon and alkavervir combined are 
much more effective than either drug 
used alone.' The resulting additive if not 
synergistic action? provides full antihy- 
pertensive effects with relatively smaller 
doses* of each component drug and with 
fewer side actions. 


Each scored tablet of Rauvera contains 
1 mg. alseroxylon and 3 mg. alkavervir. 


safe initial and routine therapy 


Safety is a distinguishing feature of 
Rauwvera, a potent antihypertensive agent 
with safeguards inherent in the purified 
mixed alkaloid fractions, alseroxylon and 
alkavervir. The risks of depression,* pos- 
tural hypotension or a reduction of blood 
pressure to undesirable levels are virtually 
absent with Rawvera. Patients can be 
started routinely on Rauvera.Therapy can 
be continued over long periods of time. 


1. LaBarbera, J.F.: Med.Rec. & Ann. 50:242, 1956. 2. Ledbetter, P.V., 
and Morrow, E.J.: J. Am. Geriatrics Soc. 3:172 (March) 1955. 3. 
Wilkins, R.W.: Am. J. Med. 17:703 (Nov.) 1954. 4. Moyer, J.H.; 
Dennis, E., and Ford, R.: A.M.A. Arch. Int. Med. 96:530, 1955. 


RAUVERA 


SMITH-DORSEY « a division of The Wander Company * Lincoln, Nebraska 
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Hypertensive Objective: ACTIVE LIVING 


... from incapacitating hypertension to a life of usefulness. 


Case History:' A.B., 42-year-old hospitalized patient with severe hypertension 
and early heart failure. Blood pressure prior to treatment was 240/160 mm. Hg. 
ANSOLYSEN was administered orally t.i.d. The dose was adjusted to the patient’s 
requirements. Blood pressure was reduced to, and stabilized at, an average level 
of 150/105 mm. Hg. There was marked symptomatic improvement, and the patient 


was able to return to work. 
1. Case history on file in Medical Department of Wyeth Laboratories. 


ANS OLYSEN. 


TARTRATE 


Lowers Blood Pressure 


Pentolinium Tartrate 


Philadelphia 1, Pa. 
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VISUAL HEART CLINIC — ONE OF A SERIES 
ARTERIOSCLEROTIC HEART DISEASE 
ROENTGEN CONFIGURATION 
Postero-anterior position 
Moderate left ventricular enlargement 
with prominence and calcification of 

aortic kncb. 


Taken from White Laboratories’ Technical Exhibit, 
American Medical Association, 105th Annual Meeting, 
Chicago, June 11-15, 1950. 
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“Safe and effective mainte- 
nance therapy with digitalis 
glycosides had been a problem 
at our institution until we used 
gitalin [GITALIGIN]...’’* 


Safest—the only cardioactive 
glycoside whose therapeutic dose 
is 13 its toxie dose. 


Moderate rate of elimination. 


Short latent period. 


Uniform clinical potency. 


Patients now on other cardiotonics may be 
easily maintained on Gitaligin: 0.5 mg. of 
Gitaligin is approximately equivalent to 
0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 
0.5 mg. digoxin. 


GITALIGIN TABLETS — Bottles of 30, 100 and 1000. 


GITALIGIN DROPS — 30 cc. bottles with dropper 
calibrated for 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. 


now available 


GITALIGIN INJECTION — 5 cc. ampuls contain- 
ing 2.5 mg. (0.5 mg. per ec.) of Gitaligin. 
Packages of 3 and 12 ampuls. 


eee ee eee ee 


*HARRIS. R.. AND DEL GIACCO R.R.: AM HEART J. (AUG.) 1956, BIBLI- 
OGRAPHY ON REQUEST 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 


White Laboratories, Inc. « Kenilworth, New Jersey 
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Hydrochloride 
Chlortetracycline HCl Lederle 


The confidence with which physicians today employ 
AUREOMYCIN in the control of infections is based 
on its established reputation as a well-tolerated, 
fast-acting, highly effective antibiotic. 


World-wide use of AUREOMYCIN has compiled an 
incontestable record of therapeutic value in the 4 
treatment of a wide group of bacterial, rickettsial, 
protozoan, and certain viral infections. Few 
therapeutic agents have been so extensively used we 
(more than a billion doses), so thoroughly proved * 
(more than 8,000 clinical reports) . 


A convenient dosage form for every medical requirement 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, 
PEARL RIVER. NEW YORK *Rea. U.S. Pat. Off. 
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Listeria Meningitis 


Tusrery years ago Murray and his associates 
described an organism found in rabbits that had 
a disease characterized by mononuclear leuko- 
cytosis. They called this organism Bacterium 
monocytogenes. Later Pirie proposed the name 
Listeria monocytogenes for an identical organ- 
ism. The generic name Listerella also was used 
by some early writers. Human infection which 
this pathogen causes was described 20 years ago 
by Burn.’ who isolated the organism from four 
fatal cases—three newborn infants and an adult. 

Murray” has presented an excellent résumé of 
our present knowledge of this organism, which. 
although rarely reported. has a very wide distri- 
bution. Since it resembles common diphtheroids. 
at times it may have been considered a contami- 
nant and its true significance overlooked. On 
blood agar. Listeria colonies appear to be quite 
similar to those of beta streptococci. Listeria has 
been confused with Erysipelothrix, but Listeria 
is motile with peritrichal flagella and grows well 
at 4° C. Murray describes other characteristics 
which differentiate this genus from Erysipelothrix 
and also from Corynebacterium. 

This organism has been identified in 26 coun- 
tries on five continents, and in 27 animal species, 
including man. Although various authors have 
isolated Listeria in typical cases of infectious 
mononucleosis. Murray states that monocytosis is 
not a marked feature of authentically identified 
human listeriosis. On the other hand. rabbits 


*Emeritus Staff, Division of Clinical Pathology, Mayo Clinic; Director 
of Laboratories, Rochester State Hospital, Rochester, Minnesota. 


may be maintained in a high state of monocytosis 
with repeated injections of a chloroform-soluble 
lipid extracted from cultures. Listeria may pro- 
duce fatal meningo-encephalitis in cattle. sheep 
and goats. 

Mathieu and associates* reported two cases of 
meningitis in infants at the Rhode Island Hos- 
pital. The first was in a seven week old Negro 
infant. The leukocyte count in the blood was 
14.650 of which 72 per cent were polymorphonu- 
clear. 25 per cent lymphocytes, 2 per cent meta- 
myelocytes and 1 per cent myelocytes. The spinal 
fluid contained 7200 white blood cells, 99 per 


- cent of which were polymorphonuclear. The pro- 


tein was 304 mg. per cent. Gram-positive bacilli 
were found in the stained slide and were identi- 
fied by culture as L. monocytogenes. 

The second case was in a three week old in- 
fant. Laboratory tests revealed 38.600 leukocytes 
in the blood, 58 per cent of which were polymor- 
phonuclear, 32 per cent lymphocytes, 5 per cent 
monocytes, and 5 per cent band cells. The spinal 
fluid showed 9000 cells per cubic millimeter. near- 
ly all polymorphonuclear. The protein was 728 
mg. per cent. Culture produced gram-positive rods 
identified as L. monocytogenes. This infant was 
hydrocephalic. In both cases the Listeria was 
sensitive to a number of antibiotics. 

Dr. Joseph Martin’ of the Louisiana Health 
Department reported a case of listeriosis in a two 
week old infant, who became ill with a tempera- 
ture of 103° F. There were conjunctivitis and in- 

(Continued on page A-28) 
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for old-time villains 


In times past, the long-awaited debut of an infant upon life’s stage was 
sometimes marred by the entrance of as beady-eyed, black-hearted 
villains as ever lurked in shadowy wings. 


They were the digestive disturbances which occasionally beset the hun- 
gty baby for whom artificial feeding was prescribed. 


Through the years, medical science worked on the problems of diges- 
tive disturbances in infants. Progress was gradually made, and then in 
1929 leading clinicians demonstrated that evaporated milk offered one 
of the most versatile and satisfactory solutions to bottle feeding problems. 


The old-time villains had been outwitted. 


Since then, more than 50 million babies have been raised on evapo- 
rated milk. 


Today, evaporated milk is still unique in its combination of advantages 
—a level of protein sufficient to duplicate the growth effect of human 
milk . . . flexibility in carbohydrate adjustment .. . easy digestibility 
. .. dependable sterility . . . and minimum cost. 


PET EVAPORATED MILK... backed by 
72 years of experience and continuing research 


PET MILK COMPANY + ARCADE BUILDING ~- ST. LOUIS 1, MISSOURI 
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Laboratory Notes 


flammation of the posterior pharynx, and infec- 
tion of the right ear developed. The leukocyte 
count was 13,900 per cubic millimeter: the cloudy 
spinal fluid contained 3,280 cells. L. monocytog- 
enes was cultured from the spinal fluid, but not 
from the ear exudate. 

The symptomatology of Listeria meningitis 
may be misleading, for in several respects it re- 
sembles tuberculous meningitis. The spinal fluid. 
in some cases, may be clear. Lymphocytosis may 
predominate late in the course of the infection, 
thus resembling tuberculous meningitis. How- 
ever, the organism grows readily overnight on 
all media, and, if Listeria definitely can be iden- 
tified, the prognosis is very good and the pros- 
pect of prolonged therapy will be avoided. 

Therapy with antibiotics must be continued 
until the cultures of the spinal fluid are negative 
and the patient is clinically well. 


REFERENCES 
1. Burn, C. G.: Clinical and pathological features of an infection 
caused by a new pathogen of the genus Listerella. Am. J. Path. 
12 :341, 1936. 
- Murray, F. G. D.: A characterization of listeriosis in man and 
other animals. Canad. M. A. J. 72:99, 1955. 

3. Maruiev, P. L., Jr., Youne, R. M., Menonito, E. P. and Suer- 
woop, E, S.: Listeria meningitis. J. Pediat. 48:349-354 (March) 
1956. 

1. Mepicat News: Listeriosis in an infant. J.A.M.A. 162:904 (Octo- 
ber 27) 1956. 
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Infant milk allergy an 
increasingly common 
problem according to 
recent literature 


Current medical literature 
provides increasing evidence that cow’s 
milk allergy is acommon cause of eczema, 
colic, rhinitis, digestive disturbances, etc. 
in infants, 


Analyzing 1,000 consecu- 
tive case records of infants seen in 
private practice, Moore! found 383 cases 
of “proved allergic reactions to food;” 
of these, 208 were allergic to cow’s milk. 
DeVilbiss? states “cow’s milk is involved 
in 25% of food allergies.” Clein3 reports 
“approximately one of every fifteen in- 
fants is allergic to cow’s milk to some 
degree.” Crook,* questioning 750 pedi- 
atricians selected nationwide at random, 
reports 70% of respondents stated “they 
saw more allergic problems than they had 
anticipated before entering practice.” 


These findings coincide with 
more general observations of allergy in- 
cidence. Green,> writing on “Allergy in 
General Practice,” states that 15% of 
the total population suffers from major 
allergies, while Ratner® points to the 
greater susceptibility to allergy in chil- 
dren born of highly allergic families. 


In summary: 


Physicians should think of 
cow’s milk as an etiologic factor in 
eczemas, g.i. upsets and upper respira- 
tory disturbances of infancy—Replace 
cow’s milk with MULL-SOY for simpli- 
fied diagnosis, effective therapy, sound 


nutrition. 
Bordens 


1. Moore, I. H.: Journal-Lancet 74:80, 1954. 2. 
DeVilbiss, L. A.: Clin. Med. 2:593, 1955. 3. Clein, 
N. W.: Ann. Allergy 9:195, 1951. 4, Crook, W. G.: 
Personal communication. 5. Green, M. A.: Pennsylvania 
M. J. 59:688, 1956. 6. Ratner, B.: New York J. Med. 
56:1501, 1956. 
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COW'S MILK ALLERGY_IN INFANTS 


DOCUMENTED FACT* 


THE INCIDENCE OF Cow’s MILK ALLERGY 
ACCOUNTS FOR 25% OF ALL FOOD ALLERGIES bad 


ESTABLISHED PRACTICE 


pioneer hypoallergenic alternative to cow’s milk...now 
even better in palatability, lighter color, freedom from 
loose stools, in promoting normal growth and development. 
Easily digested and assimilated, free of added potential 
allergens, high in unsaturated fatty acids. 


MULL-SOY *¢ BREMIL e DRYCO e BETA LACTOSE ¢ KLIM 
products of BORDEN’S PRESCRIPTION PRODUCTS DIVISION, 350 Madison Ave., New York 17 
*A comprehensive bibliography on cow's milk allergy is available to interested physicians. 
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GANTRISIN 


‘Roche’ announces... 


cin 


Here is antibacterial cross fire to check many systemic and 
local infections. Gantrimycin combines the modern, broad- 


PLUS 


spectrum sulfonamide, Gantrisin, with the new and dramatic 
antibiotic, oleandomycin. 


Gantrimycin is effective against both gram-positive and 
gram-negative organisms. Of special significance . . . its anti- 
bacterial spectrum includes staphylococci which display in- 
creasing resistance to penicillin and most other antibiotics 
...a timely and well calculated approach to the mounting 
problem of drug resistant pathogens. Gantrimycin is well tol- 
erated with little evidence of cross resistance with most other 
antibiotics. 


Each Gantrimycin tablet contains 333 mg Gantrisin and 75 mg olean- 
domycin (in the form of the phosphate salt) ; supplied in bottles of 50. 


HOFFMANN -LA ROCHE INC + NUTLEY + N.J. 


Gantrisin ® —brand of sulfisoxazole Gantrimycint.M. 
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POSTGRADUATE MEDICINE’S REPORT 
of late news of interest to the practicing physician 
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SURGERY 


High lights of the 10th international congress of the International College of 
Surgeons, Mexico City: 

®@ A single attack of diverticulitis is not accepted as an indication for surgi- 
cal intervention, but a patient who has recurring episodes with bleeding, pain, 
fever or some narrowing of the bowel should be given an opportunity for elec- 
tive surgery during a quiescent period. Resection of the involved bowel can be 
done in one stage with comparative safety, avoiding the multiple operations 
which may become necessary if the condition is permitted to run its course.—Dr. 
Curtice Rosser, Dallas. 

@ A six month old baby has been fitted with a functioning below-elbow 
prosthesis which has a hook as a terminal device. It is felt that, certainly, ages 
one to two are adequate for a below-elbow type of prosthesis. The above-elbow 
type, requiring the use of an elbow lock as well as a terminal device control, 
probably should not be supplied for a child less than three years of age.—Dr. 
Claude N. Lambert, University of Illinois. 


ALLERGY 


High lights of the 13th annual meeting of the American Academy of Allergy. 
Los Angeles: 

® Should a patient with asthma fly? Replies received from 290 allergists 
and 961 flight surgeons bring these conclusions: (1) Patients with asthma may 
fly, preferably in pressurized planes and using the criteria with which the exam- 
ining physician is best acquainted. (2) Chronic bronchitis, asthmatic bronchitis 
and bronchiectasis do not bar flying, but pulmonary emphysema might, depend- 
ing on its severity. (3) Wheezing in itself does not contraindicate air travel, but 
dyspnea while resting does in unpressurized planes——Dr. S. William Simon, 
Dayton, Ohio. 

® Information concerning the incidence of constitutional reactions after in- 
tradermal testing was obtained by reviewing the records of 8,706 patients seen 
since 1935 in the allergy clinic of Roosevelt Hospital. The study indicates that 
direct intradermal testing is not hazardous, providing the procedure is done under 
proper supervision. Only 42 persons, or 0.5 per cent of the total, had a systemic 
reaction to the testing.—-Dr. Paul P. Vanarsdel, Jr. and Dr. William B. Sherman, 
New York. 
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What's Happening in Medicine 


SULFONYLUREAS AND DIABETES 


High lights of the Conference on the Effects of Sulfonylureas and Related Com- 
pounds in Experimental and Clinical Diabetes, sponsored by the New York 
Academy of Medicine: 

@ ORINASE® can be used successfully to replace insulin in from 50 to 75 per 
cent of the nation’s diabetic population. Success in the juvenile group is so rare, 
it can be considered zero, said Dr. Henry Dolger, Mt. Sinai Hospital, New York. 

@ Dr. Samuel J. Sugar, Mt. Ranier, Md., said he found that those diabetics 
most easily controlled were middle-aged with relatively recent onset and requir- 
ing less than 40 units of insulin. About 75 per cent of the patients were main- 
tained with an average daily dose of 1 gm. 

@ Dr. Samuel B. Beaster of Beth Israel Hospital, New York, reported sta- 
bilization of 90 tolbutamide-treated patients within the first ihree to five weeks 
of therapy. 

@ Dr. G. A. Wrenshall of the Charles Best Institute, Toronto, said tol- 
butamide produced an increase in the insulin-producing cells of the pancreas of 
test animals together with a decrease in the over-all weight of the pancreas. This 
suggested that the drug stimulates the pancreatic cells. However, Dr. John Moor- 
house and his associates at the University of Illinois said they could not confirm 
this hypothesis. 

@ Dr. G. G. Duncan of Philadelphia reported that prompt appearance of 
ketones in the urine on the withdrawal of insulin is a simple means of identifying 
patients who will not respond to sulfonylurea therapy. 


“NATURAL CHILDBIRTH” OVERSOLD? 


While “natural childbirth” has made many important contributions to obstetrics 
in offering the patient a sympathetic appreciation of her emotional problems, 
there are indications it is being oversold by some enthusiasts. Many women have 
reached the point where “natural childbirth” has come to mean “a certain glory 
and exhilaration to be achieved by a do or die determination to go through labor 
without any form of pain relief or any assistance from the doctor.” After long 
weeks of reading, exercises and tutelage, these women become heartbroken fol- 
lowing any failure. The psychologic effects of such failure should not be over- 
looked.—Dr. Nicholson J. Eastman, The Johns Hopkins Hospital, before the 
Illinois Congress on Maternal Care. 


CENTRAL NERVOUS SYSTEM LONGEVITY 


That there are indications the central nervous system is capable of life well in 
excess of the present life span was stressed in a Washington, D.C. conference 
that brought together 30 key researchers in the-field of neurologic and sensory 
disorders. Recent animal studies demonstrate there is no significant loss of nerve 
cells due to aging. Experiments in which destroyed cells in the central nervous 
system of dogs and cats were regenerated posed the question as to whether such 
regeneration was verging on the reversal of the aging process. The meeting was 
sponsored by the National Institute of Neurological Diseases and Blindness and 
the National Advisory Neurological Diseases and Blindness Council, and was 
arranged by Dr. Pearce Bailey, director of the Institute. 


HYPERTHYROIDISM 


Hyperthyroidism is increasing in older people. The condition is best detected 
by testing for protein-bound iodine. Radioactive iodine is a safe and effective 
treatment.—Dr. Loren T. DeWind, University of Southern California, before 
the Western Society for Clinical Research. 
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the urine glucose test of unmatched simplicity 
tear - moisten - compare | 
‘Tes-Tape’ is both qualitative and quanti- igh 
tative. Its selective action prevents false ; 
positive reactions; assures clinical accuracy. ; 
Patients also welcome the convenience, sim- j 
plicity, and accuracy of “Tes-Tape.’ rs 


The handy plastic dispenser allows you to 


Available at pharmacies tty “Tes-Tape’ in your house-call bag for 
everywhere. on-the-spot determinations. 


728011 


EL! LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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® BCG VACCINE FOR NEWBORN 


Q. A young mother (a registered nurse) who 
had a lobectomy for tuberculosis a few years ago 
has requested that her newborn infant be inocu- 
lated immediately with BCG vaccine. The moth- 
er’s physician considers the tuberculosis inactive 
at present. 

Her husband also has had tuberculosis, but it 
is also considered inactive and has been so for a 
couple of years. Neither of them has had anti- 
microbial therapy for at least a year. Both par- 
ents are employed at a Veterans Hospital which 
treats pulmonary diseases selectively, especially 
tuberculosis. 

This is the couple’s first child. A pediatrician 
who saw the infant at the time of delivery rec- 
ommended the use of BCG vaccine. Could you 
advise me regarding the inoculation of the in- 
fant? If inoculation is feasible, when may it be 
done? Has BCG vaccine been widely accepted in 
such cases in this country? 


M.D.—Maryland 


A. The information given indicates that both 
parents have received adequate treatment, and 
it is assumed that results of repeated bacterio- 
logic studies have been negative for tubercle 
bacilli in both. It is also assumed that both are 
remaining under appropriate medical supervi- 
sion, so that any reactivation would be detected 
immediately. Under these circumstances, the baby 
does not seem to be exposed to anyone with 
active tuberculosis, and BCG is not indicated. 
The child should be given a tuberculin test every 
6 to 12 months, so that infection can be detected 
at once if it should occur and appropriate treat- 
ment can be given. 


westions answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


Some authorities may recommend BCG in- 
oculation for such a child, but it is believed 
that the majority of tuberculosis specialists in 
this country would follow the course outlined. If 
BCG inoculation were to be done. it could be 
carried out at any time. 


Second consultant: 


A. Apparently this mother has not been  in- 
formed of the lack of evidence to prove the ef- 
ficacy of BCG or the dangers of introducing this 
living tubercle bacillus into her baby. Glowing 
reports have been made concerning the efficacy 
of BCG and other so-called immunizing agents, 
but none has been well documented. Wherever a 
decline in tuberculosis has been reported follow- 
ing administration of BCG, additional factors 
were operating elsewhere to effect the same re- 
sults in the absence of BCG. Since the baby was 
born free of tubercle bacilli, every effort should 
be made to protect the child against these or- 
ganisms. Methods of providing such protection 
are so well established that very few infants and 
children in this country now become so infected. 
Administering BCG to this baby would produce 
tuberculosis and sensitize the tissues to tuberculo- 
protein, which would nullify future use of the 
tuberculin test. 

When BCG reacts, lesions develop promptly at 
the site of administration and in regional lymph 
nodes; these lesions may not be visible, nor the 
lymph nodes palpable. On the other hand, they 
may become so large and destructive as to result 
in abscess and-long-draining ulcers at the site of 
administration, with accompanying lymphadeni- 
tis requiring antituberculosis therapy. Hsing re- 

(Continued on page A-36) 
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ENGRAN 


TERM-PAK 


SQUIBB 
Vitamin Mineral 


SQUIBB 


Squibb Quality—the Priceless Ingredient 


Just 1 Engran daily helps 
to assure a nutritionally 
perfect pregnancy 


Engran tablets are + small 


* easily swallowed + money saving 

Each capsule-shaped Engran tablet supplies: 
Vitamin A 5000 U.S.P. Units 
Vitamin D 500 U.S.P. Units 
Vitamin K (as menadione) 0.5 mg. 
Thiamine i 3 ms. 
now eee Riboflavi 3 mg. 
” Pyridoxine HCI 2 mg. 
term insurance Vitamin B,> Activity concentrate 2 mg. 
. Folic acid 0.25 mg. 
for your patients Niacinamide 20 mg. 
Calcium pantothenate 5 mg. 
E NGRAN Ascorbic acid “ 75 mg. 
. Calcium, elemental (as calcium carbonate, 375 mg.) ...... 150 mg. 
frerm-Pak Iron, elemental (as ferrous sulfate exsic., 33.6 mg.) ...... 10 mg. 
lodine, elemental (as potassium iodide, 0.2 mg.) .............. 0.15 mg. 
—c Potassium (as the sulfate) 00.0.0... 5 mg. 
ontaining 250 Copper (as the sulfate) ..........cccccccecccssceeeesennene 1 mg. 
Magnesium (as the oxide) 6 mg. 
Engran tablets or Manganese (as the sulfate) 1 mg. 
enough for the Zinc (as the sulfate) 1.5 mg. 


Bottles of 100, 250 and 1000. 
fullterm...ina 


reusable jar—plus a 
convenient purse- | > n Aa n 


size tablet dispenser 
Squibb Vitamin- 2 Mineral Supplement 
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Your Questions Answered 


ported that among 344 newborn babies who had 
BCG, 80 (23.3 per cent) developed enlarged 
lymph nodes which ruptured. A number of cases 
of lupus vulgaris have resulted from BCG; it has 
caused clinical lesions with serious consequences, 
some of which have proved fatal. 

There is no evidence that BCG prevents natu- 
ral infections, and if such infection should occur 
after administration of BCG, there would be no 
way to identify it. Thus, this baby would be de- 
nied any possible advantage of antituberculosis 
treatment. 

The fact that in many cases there are no ex- 
ternal manifestations of tuberculosis immediate- 
ly following administration of BCG does not 
prove its harmlessness, any more than does the 
fact that many persons who become infected 
naturally with tubercle bacilli present no im- 
mediate evidence of the disease. Enough persons 
in both groups do have immediate manifestations 
to warrant caution against both infection with 
BCG and persons having contagious tuberculosis. 
The remote effects of such infections may be far 
more serious than those occurring immediately. 

A baby infected with BCG may live a long life 
without clinical tuberculosis as do many persons 
who are infected naturally. However. all tuber- 
culosis-infected persons immediately become po- 
tential cases of clinical tuberculosis and should 
be watched carefully for onset of the disease. 
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Bentyl 


when you want 

DIRECT, FAST relief 
Benty]laffords direct (musculotropic) 
and indirect (neurotropic) spasmo- 
lytic action. Bentyl provides complete 
and comfortable relief in smooth 
muscle spasm; particularly in func- 
tional G.I. disorders and infant colic, 
in irritable colon, pylorospasm, bil- 
iary tract dysfunction and spastic 
constipation. 


Composition & Dosage: 
Bentyl Capsules and Syrup — each 
capsule or teaspoonful (5 cc.) con- 
tains 10 mg. Bentyl (dicyclomine) 
Hydrochloride. Bentyl with Pheno- 
barbital adds 15 mg. phenobarbital 
to the preceding formula. 


Adults — 2 capsules or 2 teaspoon- 
fuls of syrup, t.i.d. before or after 
meals. If necessary, repeat at bed- 
time. For Infant Colic—% to 1 tea- 
spoonful of syrup, ten to fifteen 
minutes before feeding, not to ex- 
ceed four (4) doses in any 24 hour 
period. Infants under 2 weeks of 
age, dilute the syrup with an equal 
quantity of water. 


Bentyl Repeat Action with Pheno- 
barbital Tablets contain 10 mg. 
Bentyl and 15 mg. phenobarbital in 
the outer coating; the enteric-coated 
core contains 10 mg. Bentyl. 


1 or 2 tablets at bedtime, or every 
eight hours as needed. 


Bentyl 20 mg. Tablets with Pheno- 
barbital contain 20 mg. Bentyl and 
15 mg. phenobarbital. 


1 tablet t.i.d. and at bedtime if 


needed. 


Bentyl Injection— each 1 cc. con- 
tains 10 mg. Bentyl. 


2 cc. (20 mg.) every four to six hours 
as indicated, given intramuscularly 
for maximum patient comfort. 


Supplied: 


Capsules — bottles of 100 and 500. 
Syrup — bottles of 16 oz. and 1 gal- 
lon. Repeat Action Tablets—bottles 
of 100 and 500. 20 mg. Tablets—bot- 
tles of 100 and 500. Injection—2 ce. 
ampuls, boxes of 4 ampuls, and 10cc. 
multiple dose vials. 


New Form 
Bentyl 

20 mg. Tablets with 

Phenobarbital 


Since 1828 


Another exclusive product of 
original Merrell research. 


THE WM. S. MERRELL COMPANY 
New York » CINCINNATI + St. Thomas, Ontario 


TRADEMARK: “BENTYL® 
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direct, 
fast relief of 


direct relief with minimal side effects... fast relief of spasm and pain, even when 
other antispasmodics fail", faster than tranquilization...more effective than 
atropine.** Bentyl relief is proved"... well tolerated'*... Bentyl is safe, even for 
infants,*? Dosage: 2 capsules t.i.d. 


1, Derome, L.: Canad. M.A.J. 69-532, 1953. 2. Chamberlin, D. T.: Gastroenterclogy 17:224, 1951.8. H 6k, C. Wis 
Georgia 48:124, 1952. 4, Hufford, A. R.: J. Michigan M, Soc. 49:1308, 1950," McHardy, G., and Browne, D. South. 
‘M.S, 4531189, 1952. 6. Lorber, 8. H., end Shay, H.: Yederation Proc. 12:90, 1953. 7. Marien, B.; Webster, D. Rand Tid- 
marsh, ©. J.: Gastroenterology 24:200, 1953. 8. Pakula, F.; Postgrad. Med: 11:123, 1962. 9. Guerrero, R. M.; Cancio, 
R., and Songco, R.: Philippine J. Pediat. 22:30, 1953. 10, Pittman, Jr., A. R.: North Carolina M.J. 13:486, 1952. 
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Your Questions Answered 


@ MULTIPLE MYELOMA 


Q. A patient with multiple myeloma has been 
taking urethan, 2 tablets of 5 gr. each three times 
a day. This caused leukopenia. The urethan was 
discontinued until the white blood cell count 
rose and then was started again with the same 
result. At present, the patient is receiving DELTA- 
coRTEF®, 2 tablets daily. Is there any prepara- 
tion as helpful as urethan that the patient could 
take at home? 


M.D.—Iowa 


A. At present urethan appears to be the most 
useful single preparation in treating multiple 
myeloma. Leukopenia of some degree indicates 
that effective amounts of the drug are being ad- 
ministered. Unless the leukocyte count declines 
below a level of 2000 per cubic millimeter. it is 
probably safe to continue administering the drug 
in full amounts. In instances of prolonged leuko- 
penia, an occasional liver function study is prob- 
ably desirable in order to forestall, as a surprise 
development, necrosis of the liver. The use of 
steroids as an adjunct is probably worthwhile. 


Second consultant: 


A. Urethan is the only chemotherapeutic agent 
about which there seems to be general agree- 
ment as to its efficacy in the treatment of myel- 
oma. Certainly it is the only one which can be 
utilized routinely and with relative safety on an 
outpatient basis. If leukopenia alone, without 
neutropenia, anemia or thrombocytopenia, is 
the only significant hematologic abnormality, I 
would, with caution, continue treatment with 
urethan. If the other abnormalities mentioned 
also result from urethan therapy, the indication 
of bone marrow suppression is pretty clear; and 
urethan probably will have to be discontinued. 


MULTIPLE SCLEROSIS 


Q. What is the recommended treatment for 
multiple sclerosis? Is the administration of vita- 
min By in 1000 pg. doses generally thought to 
be effective? 


M.D.—Maine 


A. At present, there is no known cure for mul- 
tiple sclerosis; and it is doubtful that any of the 
recommended treatments specifically affect the 
lesions of the disease. Consequently, the treat- 


ment of multiple sclerosis is largely experimental 
and symptomatic and must be designed for the 
specific needs of each patient. Treatment is di- 
rected generally at improving function, sustain- 
ing morale and bettering the general condition 
of the patient. 

It seems advisable for patients to avoid, as far 
as possible, physical and emotional stress, fatigue 
and exposure to cold. For the relief of spasticity. 
muscle weakness and inco-ordination, physical 
therapy which includes exercises, heat and mas- 
sage is recommended. 

There is no evidence to indicate that large 
doses of vitamin Bj. have specific influence on 
the disease. Vasodilating drugs seem to be most 
favored in attempts to relieve the flare-ups which 
characterize this disorder. These medicines in- 
clude nicotinic acid administered orally in doses 
of 50 to 100 or even 200 mg. four times a day 
and histamine given by the intravenous drip 
method. Muscle-relaxing drugs such as TOLSER- 
AM®, EQUANIL®, curare and FLEXIN® have been 
largely disappointing. 


EAR INFECTION 


Q. A 50 year old patient has had a dry scaly 
eczema in both ears for about three years. A 
year ago only the external meatus was affected: 
later it spread to the inner side of the auricles. 
The patient complains of dryness and pruritus 
of variable intensity. 

Suspecting a fungous infection, first MYCosTA- 
TIN® was used topically without positive results, 
then cortisone ointment and solution, which 
caused even more dryness. Indifferent ointments 
keep the patient more comfortable than any other 
antipruritic preparation. 

Oral treatment consisted of antihistamines and 
vitamins A, D and E. I have been unable to find 
any allergic condition or hormonal deficiency. 


M.D.—Canada 


A. Rarely is infection in the ear canals due to 
fungi; it is thought to be due to several of the 
gram-negative bacteria. 

I would suggest the administration of broad- 
spectrum antibiotics by mouth and local appli- 
cation of NEOSPORIN® ointment or throthricin 
intraderm solution several times a day. If these 
measures are not effective, | suggest that the area 
be painted twice daily with 2 per cent aqueous 
gentian violet; even though unsightly, it does 
clear up some of these ear conditions. 
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Yes, doctor, there IS a genuinely effective, 


non-irritating, topical analgesic 


YOFLE 


CREME WARREN-TEED 


for relief of pain from sprains, 


muscular stiffness, aching joints 


PENETRATING ... 8 to 10 times faster than 


methyl salicylate...8 to 10 times the radial 
distance . . . proof upon request. 


LASTING . .. traces of salicylate in the urine 
214 hours after application ... peak urine sal- 


icylate at 514 hours... still present after 61/ 
hours. 


~4 


— 


NON-IRRITATING . .. contains no counter 
irritants or vasodilators ...can be rubbed in or 
used under bandages. Causes no redness. 


~~ 


= 


NO MEDICINAL ODOR 
NON-STAINING 


And Ethical ... sold only through the profession, 


not advertised to the consumer. 


THE WARREN-TEED 
PRODUCTS COMPANY 


COLUMBUS, OHIO 


Dallas Chattanooga los Angeles Portland 


we 
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there’s 


for 
standardized 
testing 


CLINITEST 


BRAND 


) 


@ 


the urine-sugar test with the color scale that never varies 


full color calibration—standard blue-to-orange 
color scale does not omit the critical readings: 
(++); 1% (+++). 


* easy-to-read colors—sharp distinctions give reliable 
readings, dependable reports. 


* uniformly reliable—results you can trust, reports 


you can rely on. 


AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 22457 


POSTGRADUATE MEDICINE 


— 
| 
| 
| 
| 
| 
color | 
a 
| 
| 
i 
| 
A-40 


for initial therapy and... always in reserve 
when other treatment falls short 


METICORTELONE 


e.g., in rheumatoid arthritis: 


« when previous therapy with or without steroids fails 


- when long-term therapy is anticipated 
« when hypertension, cardiac or renal disease makes use of cortisone and hydrocortisone hazardous 


From the outset of therapy, too, METICORTELONE produces decisive results in a growing diversity of 
allergic and inflammatory disorders because of heightened therapeutic efficiency and safety. 


METICORTELONE,® brand of prednisolone. Selering 


ML.J-347 
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for more and more 
corticosteroid 
METICORTELONE 


(prednisolone) 


in acquired hemolytic anemia as well as rheumatoid arthritis 
in ulcerative colitis as well as asthma 
in acute leukemia as well as severe allergies 


To the basic indications for the older corticosteroids, 
METICORTELONE is constantly adding promising new ones. More 
powerful and dependable benefits coupled with impressive 
absence of certain side effects in average therapeutic dosages 


——hhoin (e.g., sodium retention, edema and potassium loss) make possible 
FD this clinical progress. 


1, 2.5, 5 mg. buff-colored tablets. 
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WCW 
all of 


lelracycline 


PAN MYCIN* PHOSPHATE 


Ca capsule contatns: 


Tetracycline phosphate complex 
egutvatent lo 250 mg. of lolvacycline hydrochtlonide 


Indications and de sage: 
Same as fox lelracycline hydrochloride 


lied: 
Bottles of 16 and 100 capsules. 


*Trademark, Reg. U.S. Pat. Off. 
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The authors of the Eleventh Rheuma- 
tism Review,' in describing the ad- 
vances made in the treatment of 
rheumatism and arthritis, devote 
equal attention to the serious side 
effects of corticosteroid therapy. 

They state: ‘The best protection 
against the development of signifi- 
cant undesirable effects continued 
to lie in the use of the smallest 
effective daily and total dose (Tenth 
Rheumatism Review), and careful 
and frequent supervision of the 
patient.” 

Many investigators agree that 
the potent steroids should be used 
only during the acute period of the 
first two or three days, and then the 
patient should be tapered-off and 
maintained on balanced steroid- 
salicylate therapy. 

One study concludes: ‘Salicylate 
potentiates the greatly reduced 
amount of cortisone present so that 
its full effect is brought out without 
evoking undesirable side reactions.’”* 


for prudent antiarthritic therapy 


Indications: 


¢ Rheumatoid arthritis 
« Rheumatoid spondylitis 


« Rheumatic fever 


« Neuromuscular affections 


Average dose: Maintenance dosage may 
require from 6 to 8 tablets to as little as 
3 or 4 tablets daily, depending on severity 
of symptoms. Acute stages may require a 
high dosage of 4 tablets four times daily 
for two or three days, or till the acute 
episode subsides. 


Each Salcort tablet contains: 


Cortisone acetate .... 2.5 mg. 
Sodium Salicylate ..... 0.3Gm. 
Aluminum hydroxide gel, 
dried 0.12 Gm. 
Calcium ascorbate .... . . 60mg. 
(equivalent to 50 mg. ascorbic acid) 


1,2. Robinson, W.D., et al.: Rheumatism and 
Arthritis (Eleventh Rheumatism Review), An- 
nals Int. Med. 45:831 and 45:1059 (Nov. and 
Dec. 1956). 

3. Busse, E.A.: Treatment of Rheumatoid 
Arthritis by a Combination of Cortisone and 
Salicylates, Clinical Med. 11:1105 (Nov. 1955). 


*U.S. Pat. 2691662 


The S. E. MASSENGILL Company, Bristol, . Tennessee 
NEW YORK - KANSAS CITY + SAN FRANCISCO 
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invitation to asthma? 


not necessarily for 4 full hours... Tedral maintains more 


normal respiration for a sustained period—not 


Tedral, taken at the first sign of attack, often —_ just a momentary pause in the attack. 
forestalls severe symptoms. 


Tedral provides: 
relief in minutes... Tedral brings symp- Theophylline ...... 
tomatic relief in a matter of minutes. Breathing Ephedrine HCl ...... seninaxhces al 
becomes easier as Tedral relaxes smooth muscle, lg gr. 
reduces tissue edema, provides mild sedation. in boxes of 24,120 and 1000 tablets 


Tedral 


WARNER-CHILCOTT 


— 
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now ...the new phosphate 


for faster and higher 


the broad clinical spectrum of Sumycin 


‘Large Viruses Rickettsias Proteus 


‘Sumycin’ is a Squibb trademark 


| 


Gram Negative Bacteria 


Shigella Salmonella Coliforms | Hemophilus 


Minimum adult dose: 1 capsule q.i.d. 
Each Sumycin capsule contains the 
equivalent of 250 mg. tetracycline 
hydrochloride. Bottles of 16 and 100. 


Squibb Quality— 


SQUIBB the Priceless Ingredient 
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her jnitial tetracycline blood levels 


ite complex of tetracycline 


Squibb Tetracycline Phosphate Complex 


cin against pathogenic organisms 


Gram Positive Bacteria 


ophilus Neisseria Streptococci | Staphylococci | Pneumococci Spirochetes yer Actinomyces 


*SUMYCIN the new phosphate complex of tetracycline 
*SUMYCIN a single antibacterial antibiotic 
'*SUMYCIN a well tolerated antibiotic 


'*S\JMYGIN a true broad spectrum antibiotic 
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in 
Cardiovascular 


E 


AN Oo LYS E TARTRATE 


(Pentolinium Tartrate) 


Indicated in moderately severe, severe, and uncomplicated malig- 
nant hypertension. The action of ANSOLYSEN is potent, reliable, 
and prolonged. It lowers blood pressure, relieves symptoms, offers 


minimal by-effects. 


PURODIGIN 


(Crystalline Digitoxin) 


Indicated in congestive heart failure. Puropicin achieves and 
maintains digitalization with the smallest oral dose of all cardio- 
active glycosides. It offers high potency, complete absorption, 


steady maintenance, uniform action. 


THIOMERIN® sooium 


(Mercaptomerin Sodium) 


Indicated for diuretic therapy. THIOMERIN produces significantly 
effective, smooth, and persistent fluid loss. It is well tolerated when 
given subcutaneously and, of all organomercurial diuretics, is least 
irritant. 


WYAMINE?® sutrate 


| NJ EC Ti N (Mephentermine Sulfate) 


Indicated in acute hypotensive states not associated with hemor- 


thage. Injection WyaMINE is an effective and predictable pressor a 
agent. It may be used intravenously or intramuscularly for either Be Wyeth 


Prophylaxis or therapy of hypotension. 


® 
Philadelphia 1, Pa. 
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ATHEROGENIC: INDEX. VALUES IN various AGE GROUPS 
INDEX “Averages” 


* Averages derived from the following number of individuals in each group. 
Q Normal females: 188 140 80 9 
e) Normal males: 284 473 267 74 
Males with coronary 9 148 61 


heart disease: 


Here’s research in grand style at the terrific 
speed of 60,000 RPM, with centrifugal fields 
reaching 300,000 g’s in the ultracentrifuge! 


The object: identification and quantitation 
of the giant molecules among the complex 
lipoproteins of the blood. 


Significance: elevation of certain blood 
lipids has been linked to the accelerated pro- 
gression of coronary disease; disturbed lipid 
metabolism is suspected as a cause of athero- 
sclerosis. Blood fractionation by ultracentri- 
fuge has led to the development of atherogenic 
index values shown above: clinical athero- 
genic trends coincide with the atherogenic 
index obtained by this method. 


Application: the ultracentrifuge is now be- 
ing used to investigate the influence of dietary 
supplementation with “RG” Lecithin upon 
atherogenic index values in patients. 


Giddy 


Ropuct> 


Adapted from Gofman, J. W., and others: Mod. Med, 21:119 (June 15) 1953. 


HOW A DIZZY SPIN SPILLS THE FACTS 
about coronary disease and atherosclerosis 


This is but one phase of the vast research on 
disease states which apparently are associated 
with lecithin insufficiencies. Lecithin, a con- 
stituent of all cells and organs, emulsifier, and 
lipid transport agent, is the focal point of 
attention. 

Glidden’s "RG”’ Lecithin is the only lecithin 
made specifically for medically indicated 
dietary purposes. It consists of 90% natural 
phosphatides in dry, free-flowing granules re- 
fined from soybeans. 


“RG” Lecithin is well tolerated and readily 
utilized by the body. There are no contrain- 
dications. It is usually given in amounts of one 
teaspoonful t.i.d. (7.5 Gm.). (In current clini- 
cal research, amounts up to 60 Gm. daily 
are used.) 

A preliminary report on lecithin in health 
and disease has been published and is avail- 
able to physicians on request. 


RG° LECITHIN a cictery chosphotide supplement 


The Glidden Company - Chemurgy Div., 1825 N. Laramie Ave., Chicago 39, Ill, 
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minimum dosage 
maximum response 


filled sealed capsules 


High potency dosage of every known hemopoietic 
factor, offered in a most easily assimilable form 
for all treatable anemias, including maintenance 


of pernicious anemia patients. 


Dosage is only one capsule daily 


= 
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© 
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Each capsule contains: 
Vitamin B,. with Intrinsic Factor 


Concentrate 1 U.S.P. Oral Unit 
Vitamin B,. (additional) 


15 mcgm. 
Powdered Stomach 200 mg. 
Ferrous Sulfate Exsiccated 400 mg. 
Ascorbic Acid (C) 150 mg. 
Folic Acid 4 mg. 


When divided dosage of this formula is preferred prescribe PERIN4EMIN* Hematinic, 3 capsules daily 


t Lederte) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y 
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NEW NUCLEAR INSTRUMENTS 
FOR MEDICAL USE 


(Above) New Nuclear-Chicago 
j equipment being usedincludes 161A 
Ss Binary Scaler, T1 Timer, DS5-2 
Directional Scintillation Detector, 
and SA1-A Detector Stand. (At 
right) Same 161A Scaler is used with 
DS5-5 Scintillation Well Counter for 
radioactive sample counting. 


Radioisotope techniques are playing increasingly 
important roles in modern medicine. New applica- 
tions have introduced diagnostic and therapeutic 
uses of radioactivity into every specialty and 
broadened the field to the point where every hospi- 
tal, clinic and private physician should investigate 
the merits of an isotope program. 
Nuclear-Chicago has been the leader in develop- 
ing complete and versatile nuclear instrumentation 
for medical use. A typical, inexpensive system for 
measuring thyroid function, still the most widely 
used radioisotope technique, is illustrated at the | 
left. The simple scaler, stand and directional 
scintillation detector may also be used in brain 
tumor localization, liver and gall bladder function 
studies, and in other clinical procedures involving 
external counting. 


Addition of a scintillation well counter (below) 
to the same scaler widens the range of techniques 
which may be carried out to include determination 
of plasma volume, red cell mass, red cell survival, 
and absorption of vitamin By. Any application , 
requiring measurement of gamma emitting radio. 
isotopes in liquid or solid form can be performed | 
with these instruments. 
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* Nuclear-Chicago can provide instrumentation for the 
_ most elaborate medical facility carrying out both research 
and routine diagnostic and therapeutic applications of 
f radioisotopes. In the typical diagnostic center above, an 
’ | automatic scintillation scanning system with the newly 
developed photo-recording attachment is being used to 
d obtain an exact picture of the radioisotope distribution 
~ | ina patient’s thyroid gland. The same instruments are 
_useful in outlining radioactivity concentrations in other 
parts of the body. 


The precision external counting system in the back- 
ground combines a gamma-ray spectrometer with a rate- 
meter and highly sensitive scintillation detector. This 
versatile equipment can be used for all the procedures 
outlined for the simpler system illustrated on the opposite 
page and in addition ts ideal for cardiac output measure- 
ments, kidney function studies, and other uses where 
a rapid response to changes in concentration of radio- 
activity must be obtained. 

The more elaborate clinical counting room at the right 
) permits measurement of carbon-14 and sulfur-35 radia- 
tions with an automatic sample changer system and 
j Precision measurement of one or more gamma-emitting 
)'sotopes present in the same sample with a scintillation 
iwell counter and combination scaler-spectrometer unit. 
| The beta-gamma survey meter is used for locating con- 
}famination in areas where radioisotopes are used. 


Nuclear-Chicago’s wide experience is available to 
anyone establishing or enlarging a radioisotope program. 


(At top) Nuclear-Chicago equipment being used 
includes 1700 Isotope Scanner, 1700-P- Photo-Record- 
ing Attachment, DS5-1 Scintillation Detector and 161A 
Scaler. In background, SA2 Stand, DS5-1P Scintillation 
Detector, 1620A Ratemeter and 1810 Radiation Analyzer 
in double cabinet. (Below) C110B Automatic Sample 
Changing system using D47 Gas Flow Counter, DS5-5 
Well Counter, 132 Analyzer Computer, and 2612M = 
Portable Survey Meter. Note that the equipment shown 
in the simple laboratories on the opposite page has been 
incorporated into these more elaborate installations. 
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citrus may 
help your 
acne 


patients 


A possible relationship between vitamin C and A 
deficiencies and an aggravation of the acne complex has 


been suggested by recent research. Morris' reports 


excellent results in over 80% of a series of 53 cases—and 
“dramatic improvement” in 35% of these—when Vitamin C 


and citrus juices were added to routine therapy. 
Bluefarb? finds vitamin C with A helpful in relieving 


follicular plugging and, with iron, in correcting the iron 
deficiency anemia so frequently present in adolescence. 


Teen-agers (and their mothers) will be grateful for your 


advising orange juice .. . and grapefruit and tangerines .. . 


ad lib. This is a pleasant and effective means for assuring 


that vitamin C intake is up to par. 


Florida Citrus Commission, Lakeland, Florida 


(8 oz. glass of orange juice contains approximately 120 mg. 


vitamin C ... half medium grapefruit, 75 mg.... 
medium tangerine, 25 mg.) 


= References 
| Morris, GE 


70: 363, 1954 
2 Bluefarb, S M 


grad Med, 19.144, 


FLORIDA, 


CRANGES+ GRAPEFRUIT* TANGERINES 


Arch. Derm & Syph., 
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“|... Well, I always prescribe Rorer’s Maalox. It’s an excellent 
antacid, doesn’t constipate and patients will take it indefinitely.” 


MAALOx® suspension, bottles of 12 fluidounces (sample on request); tablets, bottles of 100. 


Anefficient antacid suspension of magnesium-aluminum hydroxide gel; tablets, 0.4Gm. 


WILLIAM H. Rorer, INc. 4865 Stenton Ave., Philadelphia 44, Pennsylvania 
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PEDIC Medchieime 


Editors 


Dr. Samuel A. Levinson 
Dr. Milton Helpern 
Dr. Maier I. Tuchler 


The Role of the Physician as an 
Expert Witness in Civil Action 


THE HONORABLE BERNARD BOTEIN 


Associate Justice, Appellate Division, New York 


State Supreme Court 


Iv 1928 one of our noblest and most urbane 
men of law spoke in this hall. At that time Judge 
Cardozo said: “The more I think it over, the 
more I feel the closeness of the tie that joins our 
guilds together.” 

In this spirit of kinship our professions have 
jointly launched and recently concluded a_ no- 
table experiment—the Medical Expert Testimony 
Project. | do not propose to dwell tonight on 
the splendid results achieved by this project 
under the leadership of Presiding Justice David 
W. Peck of the Appellate Division. Not among 
the least was a demonstration that the two pro- 
fessions can collaborate harmoniously and ef- 
fectively in coping with a common problem. 

The project was born as a result of the acute 
dissatisfaction that informed members of both 
professions experienced with the caliber of ex- 
pert medical testimony in the courts. The quality 
of such expert testimony simply had to be im- 
proved. For example, it was intolerable that one 
expert would swear that a line on an x-ray pic- 
ture depicted a fracture of the skull. while an- 
other swore it was merely the normal suture 


Presented before The New York Academy of Medicine as part of a 
symposium, “The Doctor in Court,”’ and reprinted from the Bulletin 


of The New York Academy of Medicine. 


line. And the quality has been improved greatly 
through a magnificent joint effort. 

I would like to follow hard on the heels of 
this project by isolating and holding up for 
scrutiny a practice that I believe debases the 
presentation of medical testimony. It is an abuse 
that has been curbed considerably by the fune- 
tioning of the medical panels; but I doubt that 
it can be eliminated effectually without some 
additional measures. Although I venture to speak 
only as one individual. I echo the views of a 
great many persons—judges. lawyers, even doc- 
tors—who participate in the court processes. 

Since the medical expert testifies mostly in 
actions for personal injuries arising out of ac- 
cidents. I shall discuss his role in relation to 
that type of case only. 

The trial of a lawsuit is essentially a search 
for the truth. And the physician as an expert 
witness should play a most important role in 
aiding and even guiding judge and jury in this 
search. 

Through centuries of experience. we men of 
law have evolved ground rules designed to bring 
out the facts during a trial as fairly and thor- 
oughly as is possible. And we have also formu- 


(Continued on page A-56) 
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(brand of hydroxyzine) 


perhaps the safest ataraxic known .. . 


PEACE oF MIND 


ATARAX 


Tablets-Syrup 


safety highlighted in every clinical report. 


Depending on the condition treated, the effec- 
tiveness of ATARAX has ranged from 80 to 
94%. But clinicians have agreed unanimously 
on its safety. After more than 85,000,000 
doses — many on long-term administration 
at high dosage — no evidence of addiction, 
blood dyscrasias, parkinsonian effect, liver 
damage, depression or other serious side ef- 
fects have been reported. 


calms tense patients. 


ATARAX produces its calming, peace-of-mind 
effect without disturbing mental alertness. 
In the tension/anxiety conditions for which 
it is intended, you will find ATARAX effective 
in about 9 of every 10 patients. 


prescribe ATARAX as follows: 


Adults: usually one 25 mg. tablet, 
or two tsp. Syrup, three times daily. 
Children: (over 3 years): usually 
one 10 mg. tablet, or one tsp. Syrup, 
twice daily. 

Supplied: Tablets, tiny 10 mg. 
(orange) and 25 mg. (green), bot- 
tles of 100. Syrup, 10 mg. per tsp., 
pint bottles. 

Since response varies from patient 
to patient, dosage should be adjust- 
ed accordingly. Prescription only. 


Chicago 11, Illinois 
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lated principles of law that are designed to work 
what the man in the street would regard as 
justice. These principles of law, however. must 
be applied to facts—facts as found in the court- 
room, which are not necessarily the true facts. 

Now, it is difficult enough to decide on the 
truth when weighing the testimony of ordinary 
witnesses. The defendant who was driving his 
automobile at the time of the accident testifies 
that the plaintiff was jaywalking. The plaintiff 
testifies that he was standing on the sidewalk 
minding his business when the defendant's car 
mounted the curb. Difficult as it is to appraise 
such testimony, jurors rarely need expert help. 
They can draw on their own everyday experience 
and knowledge in sifting the evidence. 

But the medical expert brings to court his 
specialized knowledge of a subject about which 
judge and jury know little or nothing. If the 
jurors decide that the defendant is at fault— 
and they usually do—they must then assess 
damages. They must determine the nature and 
extent of the plaintiff's injuries and their prob- 
able duration. This boils down to diagnosis and 
prognosis—the acknowledged province of the 
medical profession. 

A greater responsibility therefore rests on 


e Calmitol un 
prefers Cal 


the physician than on the ordinary witness. Does 
this touching dependence of judge and jury 
bring out the best qualities in the medical ex- 
perts? Like Albert Schweitzer, do they try to 
bring truth and light into the juridical jungle? 
Alas. no. 

Three types of experts may be called to testify 
in a personal injury case. One is the family 
physician or general practitioner who treated 
the plaintiff; the second may be a specialist 
called in for treatment or surgery, and the third 
may be a medical expert who never treated the 
plaintiff at all. I have little quarrel with the 
courtroom conduct of the treating physicians. 
Once in a while, a general practitioner who has 
treated himself to a brand-new x-ray machine 
may read into his pictures fractures that an 
x-ray specialist could never discover; but I am 
inclined to credit him with good faith. Most civil 
trials take on the coloration of private fights. 
Partisanship is infectious and doctors are human. 
But generally speaking. the worst that can be 
said of treating physicians. family doctor and 
specialist alike, is that they will not give their 
patients the worst of it on a close and debatable 
medical question. 

(Continued on page A-58) 


*KCalmitol is the non-sensitizing 


antipruritic ointment supplied in 114-0z. tubes and 1-lb. jars, 
and (liquid) 2-0z. bottles by THos. LEEMING & Co., INc., New York 17. 
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62 cents 
a roll 
with 


TRADE MARK 


ADHESIVE TAPE 


A general purpose tape, designed to fill the 
need for a quality adhesive at the lowest 
possible price. 


Controlled Tension 
makes ZONAS 

easy to unwind 

... right to the end of 
the roll. 


*Price based on comparison with ZO Adhesive Tapes. 


ANOTHER QUALITY PRODUCT FROM THE RESEARCH LABORATORIES OF 
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My talk will center on the third type of ex- 
pert. who can boast of a heavy and sustained 
incidence of exaggeration and puffing. I shall 
call him the “testifying expert.” rather than 
medical expert. 

The testifying expert is hired by the lawyer. 
not by the patient. He usually examines the 
plaintiff. for the first and only time. a few days 
before the trial. He has just the right degree of 
diffidence about the lawsuit. just the right air 
of candor. and the flattering technic of taking 
the jury into his confidence and reducing the 
recondite science of medicine to a very simple 
affair. 

The testifying expert has developed the court- 
room manner as some doctors develop a bedside 
manner. He will often make flat assertions where 
his more learned and conscientious adversary 
will express reservations. Many testifying ex- 
perts. with appalling consistency. will find in- 
juries difficult for a conservative physician to 
rule out—such as postconcussion syndromes, low 
back injuries. herniated disks. etc. The real ex- 
pert. unversed in rules of evidence, is unable to 
explain his reservations without running afoul 
of the laws of evidence. He gives cramped opin- 
ions in the framework of weird and unintelligible 
rules. When thus frustrated he becomes flustered 
and takes refuge in the style he employs when 
lecturing medical students. This style is over the 
heads of the jurors, who are charmed by the 
testifying expert and regard the real expert as 
evasive. 

This is primarily an indictment of both our 
professions for inertia and long sufferance. rather 
than any pervasive measure of unethical conduct. 
Only a small band of medical mercenaries tailor 
their testimony to fit the needs of the lawsuit: 
and they constitute an infinitesimal fraction of 
the great body of honorable and dedicated physi- 
cians practicing in this country. And similarly, 
only a handful of lawyers hire these experts and 
plot with them to pervert justice. 

There can be little cause for wonder that this 
small fringe of lawyers retains the small fringe 
of testifying experts. to the exclusion of the 
treating physicians. Even if his client has sus- 
tained serious injuries that cannot be minimized. 
why should the lawyer struggle with the treating 
physician to make sure his conclusions coincide 
with the needs of his case? Or why take a chance 
on the courtroom awkwardness or offensiveness 
of the treating physician? It is so easy to retain 
a testifying expert. who will fly with the greatest 


of ease from a fancy fee to a foregone conclusion. 

The defendants—usually represented by insur- 
ance companies—cannot. of course. present the 
treating physicians as their witnesses. Some de- 
fendants’ representatives. in a realistic endeavor 
to learn the actual nature and extent of the in- 
juries, retain capable and conscientious physi- 
cians to examine the plaintiffs and. if needs be. 
to testify. Others, I regret to say. find it expedi- 
ent to use expert testifiers for the same reasons 
that motivate plaintiffs. 

In any event. if the case goes to trial. a battle 
of experts ensues, to the shame of our profes- 
sions, and to the disgust and bewilderment of the 
jurors. 

The trial judges appreciate how effectively the 
testifying experts have nudged the treating physi- 
cians right out of the courtroom. The judges see 
the same witnesses ascend the stand time and 
again, give their dubious hospital connections. 
and then launch importantly into their same stock 
recitals. Unfortunately, the jurors. who serve for 
only two weeks, are not aware of how frequently, 
the scholarly looking experts testify. 

These professional testifiers bring discredit on 
both our professions to a degree far out of pro- 
portion to their limited numbers. The courtroom 
in which medical testimony is presented is a show- 
case for both professions. Irresponsible medical 
testimony, whether in an accident case. a will 
contest. a malpractice case or any other form of 
litigation. carries reverberations far beyond the 
litigation parish. 

The professions are now properly alert to the 
desirability of taking affirmative measures to pro- 
mote good public relations. Isn't it just as sen- 
sible to drain and cleanse a source of bad public 
relations? 

What is the result of this capture of the court- 
room by the testifying experts? There is the deg- 
radation of both our professions. There is the 
increased cost of court processes. for which the 
taxpayer foots the bill. Without assurance of dis- 
honest medical testimony. many cases now in the 
Supreme Court would never have been brought 
there. 

False medical testimony imposes a more direct 
burden on the public by reason of bloated settle- 
ments and judgments. When both sides sit down 
to discuss settlement of a case. either before or 
after suit is instituted. do you imagine they talk 
in terms of the intrinsic worth of the case. based 
on actual injuries? No. they discuss settlements 


(Continued on page A-60) 
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HYPERTENSION 


“ACTING in CON CERT”? 


to treat 


the hypertensive patient 


as a whole 


Unitensen-R combines cryptenamine 
and reserpine which “act in concert” 
to control the entire syndrome of 
essential hypertension. 


Cryptenamine dependably lowers blood 
pressure, and improves cerebral and 
renal circulation. It also increases 
cardiac efficiency, and may arrest the 
progress of vascular damage. 


Reserpine raises the threshold of 
emotional response and stifles 
neurogenic aggravation of the disease. 


Given together, cryptenamine and 
reserpine produce a far better 
therapeutic effect than when given 
separately. And successful therapy 

is usually maintained with dosages well 
below those producing side effects. 


yCohen, B. M.; Cross, E. B., and Johnson W.: 
Am. Prac. & Digest Treat. 6: 1030, 1955. 


*T.M., Reg. U.S? Pat. Off. 


IRWIN, NEISLER & COMPANY 
DECATUR, ILLINOIS 


April 1957 


Each grey-coated Unitensen-R tablet contains: 


1.0 mg. 
(tannates) 


Dosage: 1 tablet t.i.d. 
For prescription economy, prescribe in 50's. 


To serve your patients today — call 
your pharmacist for any additional information 
you may need to help you prescribe Unitensen-R. 


Bibliography. Orgain, E. S.: Postgrad. Med. 17: 
318, 1955. Finnerty, F. A.: Am. J. Med. 17: 629, 1954. 
McCall, M. L., Sass, D. K., Wagstaff, C., and Cutler, J.: 
Obst. & Gynec. 6: 297, 1955. Cohen, B. M.: New York 
State J. Med. 55: 653, 1955. LaBarbera, J. F.: Med. Rec- 
ord and Annals 50: 242, 1956. Voskian, J.; Assali, N. 
S., and Noll, L.: Surg., Gynec. & Obst. 102: 37, 1956. 
Crisp, W. E., and McCall, M. L.: Am. Prac. & Digest 
Treat. 7: 620, 1956. Finnerty F. A.: Am. J. M. Sc. 229: 
379, 1955. 
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in terms of the defendant’s exposure to a verdict 
at the hands of a jury that is likely to believe 
the exaggerated claims of a testifying expert. 
Settlement values are fixed on litigation experi- 
ence, and litigation experience reflects puffed 
claims values. So the insurance premiums the pub- 
lic pays are considerably higher because of the 
perjury content that distorts claims experience. 

Although I am medically illiterate, | must ask 
why a treating physician, whether specialist or 
general practitioner, is competent enough to treat 
the plaintiff but not to testify on his behalf. Am 
I to understand that a doctor may be good enough 
to treat or operate on a plaintifl—perhaps when 
his very life hangs in the balance—but that he is 
not good enough to testify about the injuries he 
treated? It just doesn’t make sense to me unless. 
as I suspect, the treating expert is not prepared 
to go as far in the courtroom as is the testifying 
expert. 

This conclusion is fortified by the findings of 
the Medical Expert Testimony Project, which | 
mentioned a few moments ago. The project was 
conceived by Presiding Justice Peck and the 
Justices of the Supreme Court as a technic to 
help improve the caliber of medical testimony. 
Through the invaluable cooperation of Dr. How- 
ard Reid Craig, acting as medical liaison officer 
for The New York Academy of Medicine and the 
New York County Medical Society, those or- 
ganizations set up 15 different panels of experts. 
covering all of the usual and even unusual trau- 
matic injuries. In a case of irreconcilable con- 
flict in medical opinion a judge now is afforded 
the opportunity of appointing an outstanding 
neutral expert to examine the plaintiff, report 
and, if necessary, testify. The Association of the 
Bar of the City of New York and the New York 
County Lawyers’ Association rendered invaluable 
assistance in establishing and conducting the 
experiment. 

The project has proved dramatically effective 
in those cases in which an impartial expert has 
been appointed and has exercised generally a 
wholesome and most important effect on the 
medical aspects of the great volume of personal 
injury cases. However, since it is a remedy em- 
ployed on a selective basis, it affects directly and 
conclusively only a limited number of cases: and 
so additional measures are required properly to 
control the testifying expert. 

Dr. Irving Wright, at the request of the Medi- 
cal Panel Committee, made an analysis of 100 
of the cases referred to panel experts. He re- 


Forensic Medicine 


marked on the failure of the treating physicians 
to take conservative and accepted measures in 
the treatment of their patients. For example. 
there were an inordinately large number of cases 
involving diagnosis of concussion or fracture of 
the skull in which no examination of the spinal 
fluid was made. These and other inexcusable 
omissions were disturbing to the medical mem- 
bers of the committee. I suggest that many of 
these indicated measures were not taken by the 
treating physicians because they simply never 
had any reason to suspect the injuries which 
were later attributed to their patients by the 
lawyers and the lawyers’ medical experts. The 
choice lies between the incompetency of the many 
or the knavery of the few; and I incline to the 
latter view. 

There will always be some cases in which a 
nontreating expert must be called. The treating 
physician may have died, he may have made an 
erroneous diagnosis honestly requiring correc- 
tion, or the injuries may be so serious and sharply 
disputed that supporting testimony is desirable. 
I am not speaking of such instances but of the 
generality of cases. 

I designedly do not recommend any specific 
program to curb this expert testimony evil. The 
important thing is to blueprint the cause and 
secure joint action by both professions. Nor do 
I suggest any drastic disciplinary action for what 
has already happened. These sporadic punitive 
expeditions soon spend their force and leave the 
causes undisturbed. 

If we once define our mutual problems. we 
can solve them by cooperative effort. The testify- 
ing expert presents just one challenge. There will 
be other problems. In the spirit best exemplified 
by our recent cooperation, those problems can 
also be met. 

I repeat what I said at the outset. The role of 
the physician in court is to help in the search 
for truth. This ideal role can be made the rule. 
rather than the exception. only with the coopera- 
tion of the decent members of both professions— 
who constitute the overwhelming majority of 
their memberships. The professions will have to 
act affirmatively through their responsible or- 
ganizations. The honorable physician will have 
to overcome his aversion to the courts and no 
longer discourage or shun requests that he give 
testimony... 

In another context Alexander Pope posed the 
question neatly over 200 years ago. when he 
said: “Who shall decide when doctors disagree?” 
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1. This Knox booklet is based on nutritionally-tested Food 
Exchanges! and demonstrates that variety is possible for 
diabetic diets. 

2. The easy-to-understand Food Exchanges simplify dietary 
control for the diabetic by eliminating calorie counting. 
3. Diets promote accurate adjustment of caloric levels to 
the special needs of the patient, yet allow each individual 
considerable latitude in the choice of foods. 

4. Each booklet presents in addition 16 pages of appetizing, 
kitchen-tested recipes. 


1. The Food Exchange Lists referred to are based on material in 
“Meal Planning with Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in cooperation with the Chronic Disease Program, Public 


Health Service, Department of Health, Education and Welfare. 
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Knox “Food Exchange” Diet Enlists the Cooperation 
of Your DIABETIC Patients for Dietotherapy 


Chas. B. Knox Gelatine Co., Inc. 
Professional Service Dept. Ps-20 
Johnstown, N. Y. 

Please send me ....... dozen copies 
of the Knox diabetic brochure describ- 
ing the useof Food Exchange Lists. 


Your Name and Address 
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FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


LONDON 


Prednisone and 
prednisolone — These 
synthetic compounds, 
which have just become 
available to general prac- 
titioners in England, are 
analogues of cortisone 
and hydrocortisone re- 
spectively: but weight for 
weight they are four or five times more active 
and have fewer undesirable side effects. They 
are usually prescribed in amounts one-fourth to 
one-fifth the dose of cortisone: although obvious- 
ly much more potent, they do not appear to be 
more effective than cortisone. 

The indications for the new drugs, which are 
being marketed under a variety of trade names, 
are the same as for cortisone or hydrocortisone. 
and include rheumatoid arthritis. rheumatic 
fever, blood diseases such as thrombocytopenic 
purpura and hemolytic anemia, certain kidney 
diseases, sarcoidosis, gout, asthma and _ulcera- 
tive colitis; they have also been used locally in 
the treatment of eye and skin diseases. These 
drugs are more advantageous than cortisone 
and hydrocortisone in that they do not cause 
salt retention and so do not give rise to edema 
and hypertension. But they inhibit the pituitary 
secretion and cause inactivity of the adrenals. so 
that they must be given with care and the dose 
gradually diminished, 


Tonsils and adenoids—The value of remov- 
ing tonsils and adenoids in children is a subject 
of perennial debate, of which there has been an- 
other outbreak in the medical journals. Dr. John 
Fry, a well-known general practitioner in a south- 
eastern suburb of London, initiated the present 
discussion in the British Medical Journal (Janu- 
ary 19, p. 124), pointing out that 226,211 per- 
sons were admitted to hospitals in England and 
Wales in 1954 for this operation. He examined 
the statistics of his own practice and found that 
in the past 10 years he had referred only 40 
children for removal of tonsils or adenoids, or 
both, a rate of 5 per cent for the child population 
“at risk.” which is much lower than the national 
average of 331 per cent. In spite of this, it had 
not resulted in any apparent harmful effects to 
the children in question; he gave figures of up- 
per respiratory tract infections which upheld this 
opinion. Dr. Fry considers that the “catarrhal 
stage” in young children is a relatively normal 
one which the vast majority of children will 
outgrow. 

On the other hand. Dr. James Crooks, ear, 
nose and throat surgeon of the famous Great 
Ormond Street Hospital for children. published 
a careful study in The Practitioner (February, 
p. 215) of 50 consecutive operations for tonsils 
and adenoids on doctors’ children. He had re- 
cently asked the parents for comments on the 
effects of the operations. Satisfaction was ex- 
pressed in 40 cases, partial satisfaction in six, 

(Continued on page A-64) 
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Emergency: acutely agitated patient 


You are ready with SPARINE in your bag to cope promptly with 
acutely agitated patients. SPARINE offers immediate action 

to quiet hyperactivity and to facilitate cooperation. Always carry it. 
SPARINE is a well-tolerated and dependable agent when used according 


to directions. It may be administered intravenously, intramuscularly, 
or orally. Parenteral use offers (1) minimal injection pain; (2) no 


tissue necrosis at the injection site; (3) potency of 50 mg. per cc.; Wyeth 


(4) no need for reconstitution before injection. . 
Professional literature available upon request. ee. 
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no satisfaction in three, and adverse criticism in 
one. The last was the 10 year old child of a psy- 
chologist. who was very unhappy in the hospital 
and was also one of the 3 of 35 children who had 
otitis media and who were not improved after 
operation. The columns of the British Medical 
Journal have now begun to be flooded with let- 
ters from doctors on the subject. 

Doctor or mister—Dr. George Graham, the 
eminent physician, has published in the Lancet 
(February 2, p. 264) an interesting and authori- 
tative article on the use of the word “doctor.” 
Apparently it was first used as a degree in the 
medical school of Salerno, Italy, in the eleventh 
century. Until 1832 only Oxford and Cambridge 
universities could grant the degree of M.D.. 
though the four Scottish universities and Dublin 
all granted it. The fellows and licentiates of the 
Royal College of Physicians (founded in 1518) 
did not call themselves Doctor unless they had 
been granted the degree of Doctor of Medicine 
from a university. 

The rise of the apothecary began to cause dif- 
ficulties in the medical profession, and, between 
1815 and 1883, many of the 31,000 men who 
were licensed to practice by the Society of Apothe- 
caries called themselves Doctor. This caused ill 


Clinically confirmed: _ 

On a time-and-labor saving 
dosage schedule of 500 mg. (2 
capsules) twice-a-day, Tetrex is 
as therapeutically effective and 


as free from adverse side effects 
as on 250 mg. (1 capsule) q.i.d. 


‘Average adult dose: 1 Gm. per 
day in 2 doses of 500 mg. (2 
capsules) each, or in 4 doses of 
250 mg. (1 capsule) each. — 
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feeling with the licentiates of the Royal College 
of Physicians. An action was brought in 1860 
against an apothecary because he called himself 
Doctor. The three judges in the High Court dis- 
missed it, saying. “If a man is registered by the 
Medical Act of 1858, he may call himself what 
he pleases.” 

The Royal Colleges of Physicians and of Sur- 
geons then proposed to grant degrees themselves. 
but this was turned down by a royal commission. 
In 1906 the Royal College of Physicians reiter- 
ated their rule that licentiates should not call 
themselves Doctor, but. as it was impossible to 
prevent their doing it, the rule was amended and 
dropped in 1911. Although the Royal College of 
Surgeons had striven hard to get the bylaw al- 
tered so that its members could call themselves 
Doctor, its fellows refused to be called Doctor 
and insisted on being called Mister. as though 
that were a superior degree. This practice. says 
Dr. Graham, seems to arise from the old antago- 
nism between the Royal College of Physicians 
and the Barber Surgeons Company after the lat- 
ter was formed in 1540. The members of the 
Company rarely, if ever. had a degree of Doctor 
of Medicine, and their general education was, in 
those days, certainly inferior to that of the phy- 
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sicians. However, as, in 1956, only 174 of 830 
candidates were successful in the primary fel- 
lowship examination of the Royal College of 
Surgeons, and only 191 of 722 were successful 
in the final examination, it is hardly surprising 
that the young surgeon wants to emphasize that 
he has succeeded in becoming Mister and is no 
longer Doctor. 


MADRID 


Clinic for premature 
babies—Although the 
mortality rate of the 65.000 
babies born yearly in Spain 
has been cut to less than 
half the number recorded 
20 years ago, there has 
been no reduction in the 
death rate of babies weigh- 
ing less than 2.5 kg. at birth. In Madrid, the in- 
fant mortality rate has been reduced to 9 in 
1000, but it is high among premature infants. 

To provide the expert care necessary for pre- 
mature babies, a clinic was opened recently in 
Madrid. The city government contributed more 


than a million and a half pesetas to the construc- 
tion of this modernly equipped clinic which was 
made possible through the Directorate General 
of Public Health and built under the child care 
program of the United Nations International 
Children’s Emergency Fund (UNICEF) and the 
World Health Organization (WHO). 

With facilities to hospitalize 24 babies, the 
clinic is air-conditioned and includes a dietetic 
kitchen with complete sterilization equipment, an 
isolation ward for cases of infectious diseases, 
sterilization facilities for personnel, a section for 
cribs and another for incubators, and a nurses’ 
station. Other equipment includes germicidal 
lamps and an emergency generator. The clinic 
also has an oxygen-distributing center and _ per- 
manent transportation service with mobile incu- 
bators. Parents are able to view their babies 
through large glass windows which provide com- 
plete protection from all contact. An intercom- 
munication system permits the parents to ask 
questions of the clinical personnel who are in 
attendance. 

The equipment for the clinic was provided by 
UNICEF, which has collaborated in equipping 
similar centers in Spain. The first of these clinics 

(Continued on page A-66) 
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is now in operation in Bilbao, and future plans 
call for another to be built in Valencia, with a 
fourth in Barcelona, Granada or Leon. 

At the ceremonies held to open the Madrid 
clinic, Dr. Juan Bosch Marin, head of the Na- 
tional Puericulture Program. traced the history 
of the struggle against infant mortality. Dr. Jose 
Palanca Martinez Fortuny, Director General of 
Public Health, confirmed the progress made by 
the Ministry of Foreign Affairs in providing 
milk and in advancing the campaign against 
trauma through the puericulture centers. The 
mayor of Madrid stated that every effort will be 
made to further progress in the public health 
program. 


FINLAND 


Refresher training for general practition- 
ers—The rapid developments in medicine make 
it difficult for a physician in general practice. 
particularly in rural areas, to follow all of the 
new ideas in the diagnosis and treatment of dis- 
ease as well as progress in social medicine. Al- 
though, for practical purposes. many develop- 
ments are not significant in active practice one 
must follow a program of continuous study. 

In some countries which have socialized medi- 
cine, every physician is compelled to take a re- 
fresher course every fifth year. In the Soviet 
Union, for instance, this course lasts from sev- 
eral months to a year. In most countries. how- 
ever, this type of refresher training is on a vol- 
untary basis. 

In addition to reading the literature—and here 
journals like PostcRaDUATE MEDICINE are most 
important—the principal media for postgraduate 
training are courses sponsored by medical or- 
ganizations and medical schools, either separate- 
ly or in collaboration with one another. In Fin- 
land, the annual seven day refresher courses of 
the Medical Association are becoming more and 
more popular. In 1956 approximately 75 per cent 
of all rural (communal) physicians attended such 
sessions. Since these courses are given before 
Christmas, wives who wish to accompany their 
husbands to the capital city to shop often urge 
them to attend. 

Forenoons are devoted to practical lectures. 
demonstrations and discussions in small groups 
in various hospitals. Special courses which last 
from two to six days are given in internal medi- 
cine, surgery, polyclinical surgery, gynecology 
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and obstetrics, pediatrics, pediatric surgery. car- 
diology, psychiatry, roentgenology. orthopedics. 
urology. otology. public health and social medi- 
cine. occupational medicine and compensation. 
school health services, etc. Plenary sessions are 
held in the afternoons, and, every day. three gen- 
eral lectures are given on subjects of common 
interest to all physicians. Exhibits and films are 
very popular. 


PARIS 


Emergency arteriog- 
raphy of the carotid in 
cases of sudden hemi- 
plegia—At the Neurosur- 
gical Clinic of Professor 
Petit-Dutaillis (Mercy Hos- 
pital, Paris), some cases of 
sudden hemiplegia have 
been relieved by surgery if 
an emergency diagnosis has indicated such inter- 
vention. This procedure has been discussed by 
Chavany (Chavany, J. A. and Le Besnerais, Y.: 
Diagnostic and therapeutic problems arising from 
the occurrence of certain cases of sudden hemi- 
plegia: great advantage of arteriography. Presse 
méd. 64:1933-1936 [November 21] 1956), who 
tells of the following established practices at the 
Clinic. 

If there is bleeding in situ which would push 
apart the pyramidal fasciculus, or thrombosis with 
complete ischemia, nothing can be done for the 
patient. However, there frequently are other 
forms of lesions which can be treated, such as a 
less bulky thrombosis with hypoxia and second- 
ary edema compressing the brain, resulting in a 
circulatory defect which may be more or less 
compensated by the collateral blood supply, or 
a compression caused by a hematoma or an in- 
volved tumor. 

In hypertensive persons, blood extravasations 
from ruptured arteries or from rupture of an 
arterial or an arteriovenous aneurysm of devel- 
opmental origin may cause the sudden onset of 
hemiplegia followed immediately by coma. In 
cases of thrombosis or hematoma of diverse ori- 
gin, hemiplegia may start without the patient’s 
losing consciousness or it may be preceded by 
brief paralytic attacks. A comatose condition 
which is prolonged more than two hours after 
an epileptic seizure calls for the same kind of 

(Continued on page A-68) 
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investigation as that of lasting hemiplegia. 

In 16 cases in which arteriography alone de- 
termined the surgeon’s action, hemorrhages re- 
sulting in hemiplegia came from various causes. 
In 13 cases, bleeding occurred with hematoma 
in hypertensive patients, at levels of arterial 
aneurysms and of an arteriovenous aneurysm, 
in late hematoma after a head injury with mild 
initial symptoms, with involvement of a benign 
tumor and a malignant bleeding tumor, and in a 
brain abscess. In the other three cases, the ar- 
teriography showed arterial obliteration which 
precluded any further intervention. 

The progress in technic and the discovery of 
new and better-tolerated iodide compounds (6 to 
7 cc. [47 per cent solution] of which are suffi- 
cient) make the contraindications for arteriog- 
raphy less numerous. However. it is obviously 
impossible to carry out arteriography in the 
presence of deep coma with muscular relaxation, 
Cheyne-Stokes respiration and possibly immedi- 
ate death. Some authorities withhold the test in 
the classic cases of hypertension in a patient over 
65 years of age; others protest against such re- 
fusal because surgical intervention frequently 
saves lives, and it is worth taking great risks in 
surgery when it is the only means of bringing 
about a recovery. 

Arteriography is an emergency measure. with 
no electro-encephalograms to make and no rou- 
tine radiography to hamper the action. The in- 
vestigation does not necessarily demand prompt 
surgical intervention. This decision should be 
made without delay only if the vascular tree is 
displaced, indicating that there is a compression 
to be relieved. When arteriography reveals an 
arterial deformity, simple evacuation of the hema- 
toma will not suffice; the bleeding aneurysm also 
must be operated on directly. If the general con- 
dition of the patient is very serious, a second 
operation should be undertaken 8 to 10 days later 
to correct the developmental abnormality. 

Atopic dermatosis and the parasympa- 
thetic nervous system—Dr. R. Aron-Brune- 
tiére has made a study (Aron-Brunetiére. R.: 
Diathetic dermatosis and the parasympathetic 
nervous system. Ann. de dermat. et syph. 83:485- 
500 [September] 1956) of the pathogenesis of 
atopic dermatosis (also called Besnier’s prurigo 
or diathetic prurigo). His findings reveal that 
the disease is characterized chiefly by itching: 
it is of neuropathic etiology and its onset almost 
always follows psychologic shock. Hypovagotonia 
symptoms—digestive disturbance. chills and brief 


and superficial sleep—usually are present. Vaso- 
motor disturbance seems to be more responsible 
for the disease than an allergy. for allergy tests 
generally are negative. 

Brack proved that ergotamine would cure 
atopic dermatosis. The author found the delayed 
action derivative, manganochloride of acetyl- 
choline occasionally combined with PROSTIG- 
MIN® or geneserine, to be effective in treatment 
of the disease. The dosage should be relatively 
high, starting with 5 mg. injections and increas- 
ing, if necessary, to 20 mg. morning and eve- 
ning. (The drug is ineffective if administered 
orally.) The treatment may require as long as 
two months, with strong dosage for 15 to 20 
days. No changes in arterial pressure and no un- 
toward effects result. If diarrhea should occur. 
the itching will return, but it can be controlled 
by a reduction in dosage. 

In 16 cases of Besnier’s prurigo, only three 
did not respond to this treatment; of 14 cases of 
Darier’s disease (keratosis follicularis), only one 
was resistant to the therapy. Seven cases of senile 
eczema were completely cured. If symptoms re- 
curred several months after treatment had been 
discontinued, they disappeared on resumption of 
therapy. Such therapeutic results confirm the 
hypothesis of a parasympathetic dystonia with 
vagal insufficiency and a tendency to vascular 
spasms of the skin, a theory formerly presented 
by Essler, Roth and Kierland of the United States. 


AMSTERDAM 


100th anniversary 
celebration— With elabo- 
rate festivities, the Neder- 
landsch tijdschrift voor 
geneeskunde celebrated its 
100th anniversary on Janu- 
ary 5, 1957. Representatives 
from the other general 
medical periodicals which 
have reached this age were 
invited to attend the celebration. These journals 
include the New England Journal of Medicine, 
the Lancet, the British Medical Journal, Uge- 
skrift for laeger and Wiener klinische Wochen- 
schrift. The birthday gift from the British Medi- 
cal Journal was an inscribed mallet made of the 
wood of the mulberry tree from the garden of 
Charles Dickens’ former home, Tavistock Square, 

(Continued on page A-70) 
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*Crisp, W. E.: Obst. & Gynec. 7:216, 1956. 
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London, now the residence of the British Medical 
Journal. 

The Nederlandsch tijdschrift voor geneeskunde 
is designed to inform the general practitioner of 
medical progress at home and abroad. It fea- 
tures: (1) original articles on clinical observa- 
tions worthy of mention and on scientific work 
done in Holland: (2) didactic articles. written 
by experts, to inform readers of the different 
aspects of general medical problems; (3) re- 
ports of specialty meetings, and (4) abstracts 
from foreign medical literature. The Tijdschrift 
is not a profit-making publication. 

In commemoration of the 100th anniversary. 
a special issue of the Tijdschrift (Vol. 101, No. 
1) was published, made up exclusively of arti- 
cles selected from the first 10 volumes (1857 to 
1867). The reading of these articles engenders a 
great respect for the practitioners of that time 
who noticed and correctly interpreted so much 
with so little knowledge. These old manuscripts 
also serve to point out the amazing progress 
which has been made in raising living standards 
since that time. 

In 1859. A. Heynsius described his discovery 
that urea is formed in the liver. His experiments 
were simple and clever. In order to find out 
whether or not an important amount of urea was 
made in the kidney. he killed a dog and took 
out pieces of kidney and other organs with which 
to compare his results. He determined the urea 
content, put pieces of the same organs in a fluid 
medium of 37° C. for a few hours. and then de- 
termined the urea content again. He discovered 
that the amount in the kidney remained about 
the same, but, to his amazement. it had increased 
considerably in the liver. 

In 1860, the famous ophthalmologist F. C. 
Donders studied an epidemic of diphtheria and 
related this illness (diphtherial inflammation of 
the throat) to the paralyses of speech and ac- 
commodation appearing in a number of patients 
a few weeks afterward. Though his line of 
thought was quite original, he found that a few 
years before, the same hypothesis had been pub- 
lished abroad. 

H. Snellen, who brought the universal letter 
charts into practice, proved the traumatic origin 
of neuroparalytic keratitis. The current opinion 
was that by dividing the trigeminus nerve, the 
food supply of the eye was disturbed and caused 
keratitis. Snellen wanted to divide the trigeminus 
nerve in a rabbit without the eye’s losing its sen- 

(Continued on page A-73) 
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A Dependable Antihypertensive 


‘by far the most effective 
and useful orally administered agent for reducing blood 
pressure .. . fully worthy of a trial in every case of 
essential hypertension in which treatment is thought 


necessary. The severe cases, which always need treat- 
ment, are as likely to respond as the mild.”’! 


1. Locket. S.: Brit. M.d. 
1:809 (Apr. 2) 1955. 


An Effective Tranquilizer, too 


“|. . relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.”? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of diseases 
burdened by psychic overlay. 


2. Wright, W.T., Jr., et al.: J. Kansas 
M. Soc. 57:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 


Rauwiloid + Veriloid* 


In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


A logical first step when more potent drugs are needed 


Rauwiloid + 
Hexamethonium 


In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 144 
tablet q.i.d. 
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sibility. He accomplished this by stitching the 
ear of the animal over the eye that had lost its 
innervation. No keratitis developed. He prevented 
keratitis in patients by protecting the insensible 
eye from imperceptible trauma. 

The report of a blood transfusion performed 

in 1865 by Professor A. E. Simon was also very 
interesting. His patient was a woman in deep 
shock after confinement. The husband was bled. 
the blood collected in a teacup, and then, before 
clotting, injected into the brachial vein of the 
venesected patient. 
S. Sr. Coronel wrote an excellent social hy- 
giene study about the deplorable living condi- 
tions of the Hilversum weavers and the resultant 
illnesses and high mortality rate. Although the 
subject of the article is now obsolete, it was writ- 
ten in a style currently accepted. 

Formerly, cholera was a serious problem in 
Holland. Tables were published concerning the 
number of cases observed. and A. Sasse presented 
an accurate theory of the manner in which the 
disease spread, although he knew nothing about 
the Vibrio cholerae. 

Normality—The question of whether there is 
a marked boundary or an imperceptible change 
from “normal” to “neurotic” is one about which 
many psychiatrists and other people are debat- 
ing. To investigate psychic stability, Mrs. C. G. 
Querido-Nagtegaal interviewed 80 men who were 
chosen at random from two industrial and two 
administrative lines of business. These 80 men 
were not under psychiatric treatment and were 
able to do their work more or less satisfactorily. 
The results of this investigation are summarized 
by Mrs. Querido in her thesis, “Common peo- 
ple.” which was edited by H. E. Stenfert Kroese 
N. V. Mrs. Querido talked for one hour with 
each of the 80 men. Longer interviews threatened 
to activate slumbering neurotic processes. The 
data obtained concerned: (1) age, marriage. 
number of children, and place among siblings; 
(2) vocational aspiration, occupation of father. 
training and duration of employment: (3) mi- 
gration and conditions in family of origin: (4) 
object relations, narcissistic satisfaction, anxie- 
ties, traumas and traumatic situations, interests 
and ideals, and (5) somatic condition. 

From these data and from the impression the 
subject made on the investigator. every person 
interviewed was given a rating of +. + or —. 
according to his satisfaction in himself, his fam- 
ily life. his work and his social environment. The 


(Continued on page A-74) 
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TABLE 1 


DIFFERENCES IN PsycHic STapitity BETWEEN LABORERS AND CLERICAL WORKERS 


LABORERS’ (40) 
SATISFACTION RATING 


CATEGORY 


Subjective* 
Self is 13 | 6 
Family life 18 11 li | 
Work 26 8 6 | 24 
Social environment 17 l 22 14 
All relationships 1] 2 | 6 


CLERICAL WORKERS’ (40) 
SATISFACTION RATING 


Objectivey | Subjective* Objectivet 
+ — | + + = + + = 
4 2 /] 8 1 1 1 24 
2 2B 16 | 4 
12 4 | 21 14 5 | 6 18 6 
5 2] nN 7 2a 
et 8 3 0 5 


*Subject’s opinion. 


‘Investigator’s impression. 


results of the survey are summarized in table 1. 
The personal opinion of the subject is headed 
“subjective” and the impression of the investi- 
gator, “objective.” 

Although the number of people interviewed in 
this study was too small to draw conclusive evi- 
dence, the results seem to indicate that members 
of the laboring class are happier than those peo- 
ple engaged in clerical work. It also is apparent 
that the investigator is more pessimistic about 


4 


their relative adjustments than are the people 
concerned. It should be noted that almost all of 
those interviewed believed that their surround- 
ings and their relationships with their colleagues 
and superiors were more important than the type 
of work they were doing. 

There seems to be only a quantitative. not a 
qualitative. difference between the type of per- 
sons who were interviewed and those who seek 
medical advice for neurotic complaints. 
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MORE AND MORE PHYSICIANS FIND ADDED 


CERTAINTY WITH NEW 


HIGHLY EFFECTIVE... 
CLINICALLY PROVED 


multi-spectrum synergistically strengthened 
SIGMAMYCIN — for the widest variety of in- 
fections seen regularly by the practicing phy- 
sician...the greatest potential value with the 
least probable risk 


Sigmamycin provides the unsurpassed anti- 
microbial spectrum of tetracycline extended 
and potentiated with oleandomycin to include 
even resistant strains of certain pathogens — 
particularly resistant staphylococci — and to 
delay or prevent the emergence of new anti- 


World leader in antibiotic development and production 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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OLEANDOMYCIN TETRACYCLINE 


biotic-resistant strains, thereby providing: 
1. a new maximum in therapeutic 
effectiveness 
2. anew maximum in protection against 
microbial resistance 
3. anew maximum in safety and toleration 
SIGMAMYCIN CAPSULES: 250 mg. (oleando- 
mycin 83 mg., tetracycline 167 mg.), bottles 
of 16 and 100; 100 mg. (oleandomycin 33 mg., 
tetracycline 67 mg.), bottles of 25 and 100. 
SIGMAMYCIN FOR ORAL SUSPENSION: 1.5 Gm., 
125 mg. per 5 cc. teaspoonful (oleandomycin 
42 mg., tetracycline 83 mg.), mint flavored, 
bottles of 2 oz. 


* Trademark 


(Pfizer 
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RIB-BACK 


To the Profession it has served with undivided responsi- 
bility for so many years... BARD-PARKER has de- 
voted its scientific knowledge and the inimitable skill 
of its craftsmen in developing the finest surgical blade 
possible . . . a blade that meets the demand of the Pro- 


fession for quality and economy. 


The satisfaction of knowing you have chosen the best 


is yours when you use B-P RIB-BACK blades. 


Its ah arp Ask your dealer 


BARD-PARKER COMPANY, INC. 


Danbury, Connecticut 
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in urinary tract 
infections of pregnancy 
delay is dangerous... 


“Approximately one-half of the patients have 
some permanent damage to the urinary tract.’’* 


4 
antibacterial 
concentrations in urine 
24 hrs. \ 
turbid urine frequently clear 


3 days 
most patients 
symptom-free 


FOR RAPID ERADICATION OF INFECTION 


Specific for genitourinary tract infections AVERAGE FURADANTIN DOSAGE: 100 mg. 
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+ rapid bactericidal action against a wide 
range of gram-positive and gram-nega- 
tive pathogens and organisms resistant to 
other agents + negligible development of 
bacterial resistance * excellent tolerance 
—nontoxic to kidneys, liver and blood- 
forming organs + safe for use in preg- 


q.i.d. with food or milk. Continue treat- 
ment for 3 daysafter urine becomes sterile. 


SUPPLIED: Tablets, 50 and 100 mg. 
Oral Suspension (25 mg. per 5 cc. tsp.). 


REFERENCES: 1. Rives, H. F.: Texas J. M. 52:224, 1956. 
2. Diggs, E. S.; Prevost, E. C., and Valderas, J. G.: Am. 
J. Obst. 71:399, 1956. 3. Macleod, P. F., et al.: Inter- 
nat. Rec. Med. 169:561, 1956. 


NITROFURANS 
a new class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES 


NORWICH, NEW YORK 
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AFTER ALMOST 
FIVE YEARS OF 
INVESTIGATION 

,| AND EXTENSIVE 

CLINICAL USE 

(MILLIONS OF 

PRESCRIPTIONS) 

THERE HAS NOT 
| BEEN A SINGLE 

' REPORT OF 

SERIOUS OR 

| FATAL REACTION 

| ERYTHROCIN 


ANTIBIOTIC 


Filmtab=Film.se od tablets, Abbott; pat. applied for. 


This remarkable safety record stands un- 
paralleled in systemic antibiotic therapy 
today. In addition to being an unusually 
well-tolerated drug ...ERYTHROCIN (com- 
pared to most other commonly-used anti- 
biotics) is virtually free of side effects. 


Still, with this virtual freedom from tox- 
icity, ERYTHROCIN is effective in the great 
majority of common, bacterial respiratory 
infections. In speaking of pneumonia, Her- 
rell said, “the lack of toxic manifestations 
following administration of erythromycin 
today actually favors its use over that of 
the broad-spectrum antibiotics in the treat- 
ment of this infection.” ! 


While discussing purulent cellulitis and 
sepsis due to staphylococci, Eastman, et al., 
mentioned erythromycin as a drug of first 
choice in treating these conditions.” 


Meanwhile, Solomon and Johnston stated, 
“in the staphylococcic and streptococcic in- 
fections, other than pneumonias, without 
exception the results of treatment with ery- 
thromycin were excellent.” * 


THERAPY 


You, too, can have these same good results 
in your everyday practice—plus the assur- 
ance of prescribing a drug proved to be 
exceptionally well-tolerated in almost five 
years’ use. Filmtab ERYTHROCIN Stearate 
(100 and 250 mg.), in bottles of 25 and 100. 


Erythrocin 


STEARATE (frythromycin Stearate, Abbott) 
1. Herrell, W. E., Erythromycin, Antibiotics Mono- 
graphs, No. 1, p. 34,New York, Medical Encyclopedia 
Inc., 1955. 2, Eastman, G., Cook, E. and Bunn, P., 


N.Y. State J. Med., 56:241, 1956. 3. Solomon, S. Obbott 
and Johnston, B., Amer. J. Med. Sc., 230:660, 1955, 
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is the word 
for Noludar 


Mild, yet positive in 
action, Noludar 'Roche' 
is especially suited 


for the tense patient 


who needs to relax 


and remain clear-headed 


—or for the insomniac 
who wants a refreshing 
night's sleep without 
hangover. Not a 
barbiturate, not habit- 
forming. Tablets, 

50 and 200 mg; elixir, 


50 mg per teasp. 


Noludar® brand of methyprylon 
(3,3-diethy1-5-methy 1- 
2,4-piperidinedione) 


_Original Research in 
Medicine and Chemistry 
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Meat Protein... 


April 1957 


and the Many Physiologic 
Functions of [ts Amino Acids 


The amino acids supplied by meat protein function in many vital ways in 
addition to their well-known role in the growth and maintenance of tissues. 
They participate in the body economy as precursors of hormones, vitamins, 
enzymes, and other physiologic agents.* 


Some of the important amino acids supplied by the protein of meat 
include: tryptophan (utilized for the endogenous production of 
niacin); tyrosine (the precursor of thyroxine and triiodothyronine) ; 
phenylalanine (converted to melanin, a pigment found in the skin, 
hair, retina, and other tissues; both phenylalanine and tyrosine are 
precursors of the hormones noradrenalin and adrenalin); glycine 
(participates in the formation of glutathione, a tripeptide important 
in tissue oxidation, in the biosynthesis of glycocholic acid, and in 
the production of purines, uric acid, and porphyrins used structur- 
ally for hemoglobin, cytochromes, and iron-containing enzymes); 
methionine (an important lipotropic agent; participates in trans- 
methylation processes in which creatine, adrenalin, and choline 


phospholipids are formed). 


Top quality protein, as supplied by meat, yields important amino acids for 
participation in these and other important functions. The excellent balance of 


available amino acids is an outstanding feature of meat protein. 


*Geiger, E.: Digestion, Absorption and Metabolism of Protein, in Wohl, M. G., and Goodhart, 
R. S.: Modern Nutrition in Health and Disease, Philadelphia, Lea & Febiger. 1955, pp. 98-143. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion, 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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BACITRACIN-TYROTHRICIN-NEOMYCIN-BENZOCAINE TROCHES 


It’s the time of year when people crowd together and sore 
throats spread. For these mixed bacterial throat infections, 
TETRAZETS troches provide continuing local therapy. 
The 3 potent antibiotics in TETRAZETS have a low index 
of toxicity and sensitization. Each TETRAZETS troche 
contains zinc bacitracin 50 units, tyrothricin 1 mg., neo- 


mycin sulfate 5 mg., and anesthetic benzocaine 5S mg. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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bottle. 


10 cc. (2 teaspoonfuls) contains: 


1,000 U.S.P. Units 
eu 5.0 mg. 
5.0 mg. 
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Multiple vitamins-minerals 


in a candy-flavored base (ORS 


> 

| 
The candy taste of “Clusivol” Syrup appeals par- | ak \\ 
ticularly to children but is also enjoyed by older in- ZS 
dividuals who prefer a liquid preparation. s COE 
To facilitate administration, a dripless, unbreakable 
plastic dispenser is supplied free with the 8 ounce _/% 


75.0 mcg. 


*Supplied as choline bitartrate, ferrous gluconate, cal- 

cium lactate and the hypophosphite, calcium hypo- 
phosphite, potassium iodide, potassium gluconate, 
manganous gluconate, zinc glycerophosphate and 
magnesium gluconate. 


DosacGE: Children—1 to 2 teaspoonfuls (5-10 cc.) daily. 
Adults — 2 teaspoonfuls (10 cc.) twice daily, or as required. 


Suppuiep: “Clusivol” Syrup — No. 948 is presented in 8 oz. (with dispenser) and 16 oz. bottles. 


Also available: “Clusivol” Capsules — No. 293 — Bottles of 100 and 1,000. 


5684 AYERST LABORATORIES * New York, N. Y. * Montreal, Canada 
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effective, selective therapy 


for functional and organic disorders 


CANTIL relieves pain, cramps, bloating...curbs 
diarrhea...restores normal tone and motility. Selec- 
tive action focused on the colon avoids widespread 


interference with normal autonomic function... 
minimizes urinary retention, mouth dryness, blur- 
ring of vision. 

HOW CANTIL IS PRESCRIBED One or two tablets three times 


a day preferably with meals, and one or two tablets at bed- 
time for patients with ulcerative colitis, irritable colon, 


mucous colitis, spastic colitis, diverticulitis, diverticulosis, 
rectospasm, diarrhea following G.I. surgery, bacillary and 
Parasitic disorders. 


CANTIL—TWO FORMS CANTIL (plain) —25 mg. of CANTIL in 
each scored tablet—bottles of 100. CANTIL with Pheno- 
barbital—25 mg. of CANTIL and 16 mg. of phenobarbital 
(warning: may be habit forming) in each scored tablet— 
bottles of 100. 


CANTIL is the only brand of N-methyl-3-piperidyl-diphenyl- 
glycolate methobromide. 


For more detailed information, request Brochure No. NDA 
16, Lakeside Laboratories, Milwaukee 1, Wisconsin. 


LAKESIDE 
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Endemic Respiratory Diseases 


ALFRED S. EVANS* 


University of Wisconsin School of Medicine, Madison 


Acute disease of the 
respiratory tract prob- 
ably is the most fre- 
quent problem facing t 
the general practition- 
er, pediatrician and in- 
ternist. Recent impor- 
tant advances have 
increased our knowl- 
edge of some of these 
conditions but there re- 
main many which are 
poorly understood. I will attempt to summa- 
rize our present knowledge briefly, emphasiz- 
ing illnesses ranging in severity between the 
common cold and bacterial pneumonia, or a 
group that we might loosely term febrile re- 
spiratory infections. The discussion will in- 
clude only endemic and sporadic disease. For 
a comprehensive review of the literature I re- 
fer the reader to the article by Drs. J. H. Din- 


ALFRED S. EVANS 


‘Associate Professor of Preventive Medicine and Medical Microbi- 


: Director, Division of Preventive Medicine, University of Wis- 
consin School of Medicine, Madison, Wisconsin. 
Moch of the information on which this paper was based was ob- 
tained through work on a contract on acute respiratory disease be- 
tween the Office of Naval Research and the University of Wisconsin. 
April 1957 


gle and A. E, Feller in the March 8, 1956. is- 
sue of the New England Journal of Medicine. 


Classification 


The meager information available as to the 
etiology of a great number of respiratory ill- 
nesses and our inability to diagnose many 
whose cause is known on clinical grounds 
alone make it difficult to classify these infec- 
tions from an etiologic standpoint. Indeed, 
even the known etiologic factors frequently 
have a broad clinical spectrum. The best we 
can do is to choose a name based on the ana- 
tomic site affected, add a descriptive term 
where possible, and indicate the cause, at least 
whether bacterial or nonbacterial. This arbi- 
trary classification should not be mistaken for 
knowledge, but it does simplify comparison 
and discussion. 

Table 1 gives a suggested listing. The term 
“common respiratory disease” as used in re- 
cent textbooks of medicine'’ includes the 
common cold, acute undifferentiated respira- 
tory infections, nonstreptococcal exudative 
pharyngitis, and primary atypical pneumonia. 
To this list | have added four other illnesses 
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TABLE 1 


CLASSIFICATION OF SOME AcUTE REspIRATORY INFECTIONS 


DESIGNATION 
Common respiratory disease (nonbacterial): 
Common cold 


Nonstreptococcal pharyngitis or tonsillitis 
Acute undifferentiated respiratory disease (ARD) 


Primary atypical pneumonia (PAP) 
Pharyngeal-conjunctival fever 
Herpangina 
Herpetic gingivostomatitis 
Infectious mononucleosis 

Bacterial respiratory disease: 
Streptococcal tonsillitis or pharyngitis 
Vincent’s infection 


Bacterial pneumonia 


INCLUDES 


Acute coryza, nasopharyngitis 


Exudative pharyngitis and tonsillitis; some cases due to 
adenoviruses 


Influenza, URI, “la grippe.” acute laryngitis, acute 
bronchitis 


Virus pneumonia, nonbacterial pneumonitis 
Adenovirus infection 
Only Coxsackie infections 


Only herpes simplex infections 


“Strep sore throat,” scarlet fever, quinsy 


in which the clinical features, nature and loca- 
tion of the exudate, or the presence or absence 
of conjunctivitis might be sufficiently charac- 
teristic to separate the conditions from other 
types of nonstreptococcal pharyngitis or ton- 
sillitis. Infectious mononucleosis is included 
because its presenting features often are sore 
throat, exudate and fever. 

The clinical pictures of these illnesses over- 
lap one another; what one physician describes 
as a severe common cold may be termed acute 
respiratory disease by another. Thus we should 
regard these designations as clinical syn- 
dromes rather than clinical or etiologic en- 
tities. Influenza is not listed separately be- 
cause in the sporadic case one usually cannot 
distinguish the clinical picture from acute un- 
differentiated respiratory disease. Stuart-Har- 
ris in England has classified influenza sepa- 
rately and has used the term “febrile catarrh” 
to include exudative pharyngitis, acute respira- 
tory disease, and primary atypical pneumonia. 


Incidence of Clinical Types 


Table 2 shows the incidence of these vari- 
ous clinical syndromes in a young adult civil- 
ian population. It summarizes the number of 


330 


students at the University of Wisconsin who 
were seen in the student clinic and the in- 
firmary because of acute respiratory disease 
over a six year period. Comparison is made 
between the clinical diagnoses made in the 
outpatient group and those in the infirmary 
admissions. The common cold has been omit- 
ted from these data. The tremendous impor- 
tance of nonbacterial infections is apparent. 
Among the students seen in the infirmary, who 
were studied more carefully than those in the 
outpatient group, 84 per cent of the illnesses 
were nonbacterial; 98 per cent were recorded 
as nonbacterial in the clinic group. 

-During each of the six years covered in this 
study, from 14,000 to 15,000 students were 
enrolled at the University of Wisconsin. An 
average of 170 per 1000 sought medical care 
in the student clinic because of respiratory dis- 
ease. Admissions to the infirmary because of 
acute respiratory illness accounted for 31 per 
cent of the total for the six year period. 

The high incidence and wide prevalence of 
respiratory disease seen among students are 
also observed among other population groups. 
Dingle* made a careful study of 70 families 
in Cleveland comprising 325 persons, noting 
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all illnesses, even minor ones. His study also 
covered a six year period, and he reported an 
incidence of respiratory illnesses per person- 
year of 6.6 compared with 1.7 for gastroin- 
testinal disease and 1.8 for other illnesses. 
More than 96 per cent of the respiratory in- 
fections were nonbacterial. Similar data have 
been reported for other groups, including 
school, military and industrial populations.* © 


Etiologic Types 


Adenoviruses—This group of viruses have 
heen variously designated as adenoid degen- 
erating agent (ADA), adenoidal-pharyngeal- 
conjunctival agent (APC), respiratory infec- 
tion agent (RI-67), and the acute respiratory 
disease virus (ARD); “adenovirus” has been 
chosen as a compromise term. They were first 
isolated by Rowe et al.‘ from adenoid tissue 
undergoing spontaneous degeneration in tissue 
culture, and by Hilleman and Werner® in a 
case of acute respiratory disease. Independent 
of these studies, Morse and I° isolated similar 
agents from tonsils degenerating during long- 
term growth in tissue culture. Since then, sev- 
eral investigators have conducted studies on 
the adenoviruses, notably at the Walter Reed 
Army Institute of Research and the Labora- 
tory of Infectious Disease, National Institutes 
of Health. Some 17 immunologically distinct 
strains have been isolated, all having a com- 
mon complement fixation antigen; therefore 


the complement fixation test can be readily 
employed for diagnosis. Further strain differ- 
entiation can be achieved by means of neu- 
tralization tests. 

Adenoviruses grow exclusively in tissue cul- 
ture cells. The HeLa epidermoid carcinoma 
cell has been most widely used for this pur- 
pose, since clear-cut cytopathogenic effects are 
readily recognized. No other laboratory host, 
including embryonated eggs, has been demon- 
strated to be susceptible to or to support the 
growth of adenoviruses. 

These viral agents have been recovered from 
many regions of the United States and from 
areas in Canada, England, Sweden and the 
Netherlands; they probably are world-wide in 
distribution. 

Despite a multiplicity of types of adeno- 
virus, in military populations only types 3, 4 
and 7 are important. The incidence of acute 
respiratory illness due to these adenoviruses 
is very high among recruits entering military 
service. Types 1, 2, 5 and 6 usually have been 
recovered only from tonsillar or adenoid tis- 
sue, where they exist in a latent or at least an 
undemonstrable state in vivo and appear only 
after prolonged cultivation in vitro. Type 1 
occasionally has produced conjunctivitis. Type 
8 appears to be closely associated with epi- 
demic keratoconjunctivitis.'” The importance 
of higher types is not known at present; some 
are of simian origin. 


TABLE 2 


AcuTe Resprratory Disease UNiversity StupENTs Over Six YEAR Pertop; Comparison 
oF DiAGNoses in CLINic AND INFIRMARY 


STUDENT CLINIC 


DIAGNOSIS 


INFIRMARY 


Number Per Cent of Total Number Per Cent of Total 
Vonbacterial: 
Acute respiratory disease 12,907 85.0 953 41.0 
Pharyngitis-tonsillitis 1,495 9.8 358 15.4 
Primary atypical pneumonia 1] 0.1 136 5.8 
Infectious mononucleosis 498 3.3 501 21.5 
Bacterial: 
Streptococcal sore throat 84 0.5 258 11.0 
Vincent's infection 194 1.2 36 1.5 
Pneumonia 11 0.1 89 3.8 
TOTALS 15,200 2.331 
April 1957 
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TABLE 3 


CLINICAL SYNDROMES AssocriATED WITH ADENOVIRUSES 


SYNDROME ADENOVIRUS TYPE 
Epidemic keratoconjunctivitis 8 
Pharyngeal-conjunctival fever* |. 3:7 
Nonstreptococcal exudative pharyngitis 
and tonsillitis 5.7 


Acute undifferentiated respiratory 
disease 


Primary atypical pneumonia? 1, 


*Types 1, 3. 4 and 5 have produced this syndrome in 
volunteers whose eyes were swabbed with virus." 


*Not associated with rise of cold agglutinins. 


A variety of clinical syndromes have been 
associated with the adenoviruses. and some 
have been reproduced in human volunteers."' 
Before listing the various syndromes. | should 
emphasize the following points: 

1. One virus strain may produce several 
clinical syndromes. 

2. Agents other than adenoviruses can pro- 
duce similar syndromes. 

3. With the possible exception of pharyn- 
geal-conjunctival fever and outbreaks of re- 
spiratory illness among military recruits, it is 
not possible, on clinical grounds alone, to dis- 
tinguish the clinical syndromes produced by 
adenoviruses from others of known or un- 
known causation. 

4. The causes of most respiratory diseases 
among civilian populations are unknown. 

With these reservations, table 3 lists the 
clinical illnesses associated with adenoviruses 
and gives some of the virus strains commonly 
found. Adenovirus also has been recovered 
from patients with mesenteric lymphadenitis, 
Letterer-Siwe disease.’ and an illness resem- 
bling roseola infantum.'' It is found in some 
cases of acute bronchitis and of primary atypi- 
cal pneumonia not associated with an increase 
of cold agglutinins. Nasopharyngitis has been 
observed in some of the adenovirus syndromes. 
but it should be emphasized that the adeno- 
viruses are not the cause of the common cold. 

Coxsackie viruses—Several members of 
group A Coxsackie virus are capable of pro- 
ducing a type of nonbacterial pharyngitis with 
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fever and small vesicles that ulcerate. This 
illness is termed herpangina. Other illnesses 
associated with Coxsackie viruses include asep- 
tic meningitis. epidemic pleurodynia ( Born- 
holm disease), and brief febrile states. The 
role of these agents in human disease has been 
discussed in detail elsewhere.'” 

Influenza virus—Three groups of influenza 
virus have been identified (A, B. C). and 
there is possibly a fourth group (Sendai or 
Japanese hemagglutinating virus). These vi- 
ruses do not commonly cause sporadic and 
endemic respiratory disease. Groups A and B,. 
of course, have great potentiality in regard to 
epidemics of respiratory illness, and such epi- 
demics recur periodically, especially in mili- 
tary populations. A clinical diagnosis of in- 
fluenza cannot be made with assurance except 
in an epidemic. It would seem more reason- 
able to designate it as acute respiratory dis- 
ease than to call it “clinical influenza” or “flu.” 

Other agents—The characteristics of the 
Streptococcus are well known. and psittacosis 
virus and the rickettsiae of Q fever also may 
produce clinical respiratory syndromes, char- 
acteristically a nonbacterial pneumonitis. 
These syndromes are rare, and a diagnosis 
cannot be made on clinical evidence alone. 


Incidence of Etiologic Types 


A number of recent studies have assessed 
the importance of various causative agents of 
endemic respiratory disease among different 
population groups. Table 4 summarizes some 
of the findings. 

Streptococcal infections usually account for 
only a small percentage of acute endemic re- 
spiratory illness in all population groups— 
military or civilian, family or university. A 
high incidence has been reported at a few 
military posts, but generally the contribution 
of the streptococci to clinical respiratory dis- 
ease is a modest one. It is important to empha- 
size this, because streptococcal infection is the 
only common infection of the respiratory tract 
which responds clearly to antibiotics. 

Influenza virus is responsible for 10. per 
cent or less of nonepidemic respiratory dis- 
ease. and cases such as these are not clinically 
distinguishable. 
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TABLE 4 


INCIDENCE OF ErioLocic Tyres or Respiratory INFECTION AMONG DIFFERENT PopuLATION Grot ps 


GROUP 
STUDIED 


AUTHORS 


TYPE OF ILLNESS 
(AND OF STUDY) 


| NUMBER 
IN 5 
Group |Streptococcal, Influenza | Adenovirus 


INCIDENCE OF INFECTION 


Dingle.’ Jordan" — | Cleveland | All respiratory illness (isolation) 375 3.0% 0.7% 2.0% 
| families 
Evans" | University | Hospitalized patients (comple- 291 8.3% 3.4% 2.0% 
| students | ment fixation and isolation) 
| | 
Price” | Students, | Clinical and subclinical (comple- 4.272 Not recorded| Not recorded) 4.0-4.3% 
| nurses, | ment fixation only) 
| outpatients | 
Breese and Disney” | Fort Ord | Febrile hospitalized patients 192 41.7% 8.9% 26.8% 
recruits | (complement fixation and 
| isolation) 
Bell et Fort Dix | Febrile hospitalized patients 50 Not recorded | Not recorded) 90.0% 
(recruits (isolation and serology) (random) 
Hilleman et al.*' | Fort Dix | All men. well or sick (comple- 418 = Not recorded | Not recorded) 81.0% 
recruits | ment fixation) 


The new group of adenoviruses constitute 
an interesting and poorly understood problem. 
They account for the majority of respiratory 
infections among military recruits, and the 
types of adenovirus responsible are almost ex- 
clusively 3, 4 and 7. Surveys at military in- 
stallations have demonstrated that 70 to 80 
per cent of all recruits experience a _respira- 
tory illness due to adenoviruses during the 
first six weeks of training. In contrast, among 
civilian groups the adenoviruses are associated 
with only 2 to 4 per cent of respiratory infec- 
tions, including both minor illnesses in family 
groups and the more severe illnesses among 
university students. This dichotomy between 
military and civilian groups, especially be- 
tween soldiers and students, is not well under- 
stood, Factors that probably contribute to the 
higher incidence among military recruits are 
(1) the physical and emotional stress imposed 
on a nonconditioned group, (2) the geograph- 
ic, economic and immunologic heterogeneity 
of recruits and the consequent probability of 
assemblage of various adenovirus types, and 
(3) the intimate and prolonged contact with 
other persons. Such circumstances might favor 
the spread of a virus of low pathogenicity. 
University students have less intimate contact. 
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ACUTE UPPER 
RESPIRATORY 
INFECTIONS 


NON STREP 
PHARYNGITIS 
+ TONSILLIT!S 


INFECTIOUS 
MONONUCLEOSIS 


BACTERIAL 
16.3% 


NON-BACTERIAL 


BACTERIAL 


FIGURE 1. Clinical syndromes of respiratory disease in 
2.331 hospitalized university students. 
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FIGURE 2. Etiology of acute respiratory disease in 291 
hospitalized university students. (Figures 1 and 2 repro- 
duced courtesy of the New England Journal of Medicine.) 


more living space per person, and less physi- 
cal stress. 

The military uniform itself. the exigencies 
of government service, or the geographic at- 
mosphere of military life does not appear to 
be responsible for the high incidence of ill- 
ness due to adenovirus. There is increasing 
evidence, mostly unpublished, that the inci- 
dence of adenovirus infections among military 
personnel who have been in service for a 
period of years is comparable to that seen 
among civilian groups. 

Some work suggests that while adenoviruses 
may constitute a minor problem in adult ci- 
vilian populations, they may be important 
in young children, especially among nursery 
populations. 

Figures 1 and 2 compare the clinical and 
etiologic entities among university students. 
The clinical data are based on 2,331 infirmary 
admissions, and the etiologic data on 291 pa- 
tients in that group who were studied inten- 
sively in a virus laboratory.'® 
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Differential Diagnosis 


An etiologic diagnosis of respiratory tract 
infections based on clinical grounds alone is 
fraught with error: more often than not, it is 
wrong. Actually, since 85 per cent or more of 
all cases of sporadic respiratory disease among 
civilians are of unknown causation, the prob- 
lem is one primarily of recognizing strep- 
tococcal infections. This is easier said than 
done, although some clinicians claim to have 
achieved up to 75 per cent accuracy on clini- 
cal grounds alone."” 

The clinician must classify the clinical syn- 
drome, and then carry out any necessary stud- 
ies to determine whether or not it is due to 
streptococci and institute appropriate therapy 
or restraint. Classification is not difficult at the 
extremes of the scale. The common cold is 
easily recognized in an afebrile patient with 
acute, profuse, watery nasal discharge and 
mild malaise, just as fever, paroxysmal cough 
and lung findings point to primary atypical 
pneumonia (more properly termed nonbac- 
terial pneumonitis ). Less characteristic are the 
illnesses between these two extremes anatomi- 
cally or as to severity. Usually they fall in the 
category of acute undifferentiated respiratory 
disease (ARD), except when severe sore 
throat. especially with exudate, is present. 

The various syndromes associated with exu- 
dative lesions of the oropharynx present a 
common and often difficult problem in clini- 
cal differentiation. Table 5 gives some charac- 
teristic features of these conditions. There is 
no single feature or group of features on which 
one can rely completely to separate strepto- 
coccal infections from other.types of exuda- 
tive lesions. Those in table 5 are helpful but 
there is overlapping with other syndromes. 

A leukocyte count of more than 13,000 is 
highly suggestive but not conclusive evidence 
of a streptococcal origin. Clinical acumen may 
be correct in 50 to 75 per cent of cases, but 
one cannot rely on it. The demonstration of 
group A beta hemolytic streptococci in a 
throat culture on a blood agar plate is tanta- 
mount to the certain diagnosis and intelligent 
therapy of streptococcal infections. Usually 10 
or more colonies are present. 
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Exudative lesions may be present in the 
early stages of infectious mononucleosis. The 
typical hematologic and serologic change usu- 
ally is delayed 7 to 10 days. The exudate may 
be white and pasty or identical to that of 
Vincent’s infection, giving rise to diagnostic 
difficulty. 

Finally, we must not forget the possibility 
of diphtheria in the differential diagnosis of 
exudative lesions. A grayish green, necrotic. 
irregular membrane spreading over the ton- 
sils, pharynx and perhaps the uvula, leaving a 
necrotic ulcer which bleeds readily, suggests 
this diagnosis. Laryngeal. cardiac or pulmo- 
nary involvement may occur. The membrane 
may resemble that seen in infectious mono- 
nucleosis or Vincent’s infection. The Schick 
test, study of a smear of the throat lesion, and 
growth on tellurite medium all assist in the 
differentiation. 


Prevention 


Vaccination—There is no vaccine against 
the common cold. The only immunizing mate- 
rials available against the common respiratory 
diseases are influenza vaccine and an experi- 
mental adenovirus vaccine. Use of influenza 
vaccine does not seem warranted in the ab- 
sence of an epidemic, and even in an epidemic 
the changing antigenic character of the virus 
in the human host makes inclusion of the 
proper epidemic strain in the vaccine a diff- 
cult but probably necessary step. This involves 
rapid identification of the current strain and 
often requires some intelligent soothsaying. 

Two separate groups of investigators”’*! 
have made initial field trials of an adenovirus 
vaccine prepared in tissue culture and con- 
taining either types 3, 4 and 7 or only types 
4 and 7. According to their published reports. 
the vaccine stimulates antibody formation and 
affords substantial to marked protection 
against natural infection with adenoviruses. 
These important advances will mean much sav- 
ing of time and money and less illness among 
military recruits if further work bears out the 
results. 

It should be clearly understood that while 
the use of such vaccines is indicated among 
military recruits, in whom adenoviruses are 
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important causes of respiratory infection. 
there is not enough evidence to justify their use 
among civilians, where the viruses account for 
about 2 per cent of such illness. Later studies 
may indicate certain circumstances in which 
such use is justified, perhaps in infants. Many 
such studies are in progress. At the present 
writing, however, widespread vaccination of 
civilian populations against the adenoviruses 
seems premature and unwarranted. In any case. 
the vaccine does not afford protection against 
the common cold. 

Prophylactic administration of antibiotics 
—Antibiotics have been administered prophy- 
lactically both on a continual basis to specific 
groups of persons to prevent acute infections 
of the respiratory tract, and during the course 
of common respiratory infections or afterward 
to prevent secondary bacterial infection. A 
careful study of about 3000 persons in the 
Permanente Health Plan*- showed that the 
prophylactic administration of penicillin to 
prevent common respiratory disease did not 
affect the incidence of these illnesses. How- 
ever, the mass administration of penicillin 
prophylactically to military personnel mark- 
edly reduced the number of streptococcal in- 
fections,“* and Gehrand*' reported that the 
continual prophylactic administration of ben- 
zathine penicillin orally to 132 children in a 
family setting controlled streptococcal infec- 
tions effectively. The efficacy of continual ad- 
ministration of penicillin or sulfadiazine to 
persons with rheumatic fever to prevent recur- 
rent streptococcal disease is well established.*” 

In none of these studies did the prophylac- 
tic administration of penicillin affect the in- 
cidence of common respiratory disease. 

In regard to the prophylactic use of anti- 
biotics during the course of common respira- 
tory infections to prevent secondary bacterial 
infection, careful studies employing penicil- 
lin failed to show any difference in the dura- 
tion of illness among hospitalized patients or 
in the need for hospitalization or length of 
treatment necessary for ambulatory patients. 
Indeed, illness was prolonged slightly when 
the patients received penicillin.*° Such pro- 
phylactic therapy, therefore. is ineffective and 
wasteful. 
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Therapy 


Except for streptococcal sore throat and 
hacterial pneumonia, antibiotics are entirely 
without benefit in endemic respiratory dis- 
ease. No antibiotic known to me will alter the 
course of the common cold, acute undifferen- 
tiated respiratory disease, nonstreptococcal 
exudative pharyngitis with or without tonsil- 
litis, herpangina, infectious mononucleosis. or 
herpetic gingivostomatitis. There is some evi- 
dence that occasionally a patient with severe 
primary atypical pneumonia may improve 
under tetracycline therapy. but this is open 
to doubt. 

Intelligent observation of all patients with 
respiratory disease is necessary to recognize 
complications such as acute sinusitis, acute 
otitis media and suppurative adenitis, espe- 
cially in young children. Proper treatment of 
these complications, of course, is important. 

As already stated, only 5 to 10 per cent of 
respiratory illnesses are bacterial in nature. 
and these are almost exclusively streptococ- 
cal. The usual clinical picture is that of acute 
exudative tonsillitis or pharyngitis. | am ap- 
palled at the widespread use of antibiotics 
for all types of respiratory illness, especially 
the use of the tetracycline group or combina- 
tions of various types. It is recognized that it 
is difficult to obtain bacterial cultures, but 
there does not seem to be any other basis for 
intelligent therapy. If treatment is instituted 
without first preparing cultures, | make the 
following plea: 

1. That antibiotic therapy be limited al- 
most exclusively to acute pharyngitis or ton- 
sillitis, especially the exudative type (a situa- 
tion that has about a 1 in 2 or 1 in 4 chance 
of being streptococcal ). 

2. That penicillin be used and not the tetra- 
cyclines, sulfonamides or chloramphenicol. or. 
in case of sensitivity. that erythromycin be 
substituted for penicillin. 

3. That treatment with penicillin or any 
other agent be given for 10 days. Procaine 
penicillin may be given every other day (600.- 
000 units) or benzathine penicillin (1.2 mil- 
lion units) once, or equivalent oral therapy 
for 10 days. 
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No other drug has been shown to be as ef- 
fective as penicillin in the prevention of rheu- 
matic fever. since the organism must be eradi- 
cated completely. Sulfonamides and perhaps 
the tetracyclines are also useful for prophy- 
laxis in a rheumatic subject. but they have 
no value for therapy of streptococcal disease. 


Summary 


Nonbacterial infections account for up- 
ward of 85 per cent of all respiratory disease. 
A new group of viruses called adenoviruses 
cause a major portion of these nonbacterial 
infections among military recruits, but they 
constitute only a minor problem among ci- 
vilians according to the studies reported to 
date. An experimental adenovirus vaccine 
has been used successfully in military groups. 
but its use among civilians must await further 
study. 

Prevention and therapy of endemic respira- 
tory disease are discussed. and the abuse and 
misuse of antibiotics are emphasized. 


My associate, Dr. Duard L. Walker, and my _ tech- 
nicians, Doro Jervell, Helvise Morse, Brigitte Evans. 
Genevieve Gogat and Nancy Lem, all deserve apprecia- 
tion in this study. 
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ME Emil NGsu Postgraduate Courses 


New York University Post-Grapuate MepicaL SCHOOL, 
New York: Two new full-time courses, June 24-27: 
The management of chronic kidney disease, June 24-25, 
under the direction of Dr. Lawrence G. Wesson, will 
deal with the selection and interpretation of clinical tests 
for the estimation of renal function. 

The management of hypertension, June 26-27, under the 
direction of Dr. J. Marion Bryant, will cover etiologic 
theories, psychologic factors, the natural course, relative 
significance of blood pressure levels, eyegrounds, cardiac 
silhouette, electrocardiogram, renal function, significance 
of obesity and arteriosclerosis, unilateral renal disease, 
and the use of hypotensive drugs and other therapeutic 
measures, such as sympathectomy, nephrectomy and diet. 
For further information, write to: Office of the Associ- 
ate Dean, New York University Post-Graduate Medical 
School, 550 First Avenue, New York 16. 


THe AMERICAN Society oF TropicaL MEDICINE AND 
HycieNe AND THE AMERICAN SOCIETY OF PARASITOLO- 
cists, PHILADELPHIA: Joint meeting, Benjamin Franklin 
Hotel, October 30-November 2. 

For further information, write to: Mrs. Herma H. Hoe- 
fler, Chairwoman, Commercial Exhibits, The American 
Foundation for Tropical Medicine, Inc., 345 Madison 
Avenue, New York 17. 


University oF CoLorapo SCHOOL OF MepiciNe, DENVER: 
Postgraduate course in gastroenterology, May 13-15, 
to be cosponsored by the American Gastroenterological 
Association, which will hold its annual meeting at the 
3roadmoor Hotel, Colorado Springs, immediately fol- 
lowing the course. Dr. Herman Taylor, London, will dis- 
cuss “The present status of medicine in England” at a 
dinner meeting sponsored by the Colorado Society of 
Internal Medicine at the Albany Hotel on Monday. 
For further information, write to: The Office of Post- 
graduate Medical Education, University’ of Colorado 
Medical Center, 4200 East Ninth Avenue, Denver 20. 
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Minvesota DepartMeNtT OF HEALTH AND UNIVERSITY OF 
Minnesota, MINNEAPOLIS: Symposium on the treatment 
of the alcoholic to be held at the Center for Continua- 
tion Study, May 23-24. Dr. Lorant Forizs, medical direc- 
tor of the Florida Alcoholic Rehabilitation Program, will 
speak on motivating the alcoholic patient and treatment 
of alcoholics in groups. Dr. R. Gordon Bell, director of 
the Bell Clinic, Willowdale, Ontario, and one of the de- 
velopers of the new drug Temposil, will speak on the 
nature of alcoholism and the use of drugs in follow-up 
treatment. Dr. Vernelle Fox, medical director of the 
Georgian Clinic, Atlanta, Georgia, will discuss the use 
of ataractics. Dr. Nelson J. Bradley and Dr. Lloyd Smith 
of the Willmar State Hospital. Minnesota, and Dr. K. 
W. Douglas of the Sandstone State Hospital, Minnesota, 
also will be on the program. 

For application blanks and further information, write 
to: Center for Continuation Study, University of Minne- 
sota, Minneapolis 14. 


Western Reserve University, CLEVELAND: One year 
appointments for $5000 fellowships in forensic medicine 
are’offered to qualified persons who have a minimum of 
three years’ experience in general pathology. Accredited 
by the American Board of Pathology, the training in- 
cludes instruction in gross and microscopic pathology. 
toxicology, gross and microphotography, trace evidence 
and forensic immunology, as well as in the administra- 
tive aspects of the medicolegal office, presentation of 
medical evidence in civil and criminal proceedings, and 
legal procedures affecting forensic medicine. Practical 
work, including approximately 1200 medicolegal autop- 
sies per year, is done in the new Cuyahoga County Coro- 
ner’s Laboratories, located on the University campus. 
Fellows are erfcouraged to participate actively in the 
teaching program. For further information, write to: 
Robert D. Freeman, Western Reserve University, Office 
of Public Information, 2035 Adelbert Road, Cleveland. 
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The Hazards of Being Born 


ALLAN C, BARNES* 


Western Reserve University School of Medicine. Cleveland 


AWNUALLY, one-tenth 
of the deaths in Ameri- 
ca are those of babies 
dying in association 
with the birth process 

-within the last month 
in utero, intra partum, 
or during the first 
month post partum. 
This mass statistic, 
however, frequently ob- = ALLAN C. BARNES 
scures the individual 
baby’s problem. To be born is considerably 
harder on us than to die. Of the two transi- 
tions each human being must make, birth and 
death, all of us already have negotiated the 
more difficult one and only the easier one con- 
fronts us. 

Consider the situation in which the fetus 
exists. With an oxygen supply corresponding 


*Professor and Chairman of the Department of Obstetrics and Gyne- 
cology, Western Reserve University School of Medicine, Cleveland, 
Ohio. 
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to that at an altitude of 33,000 ft., its environ- 
ment is equivalent to living about three-quar- 
ters of a mile above the top of Mount Everest. 
If you and I were living in a similar situation 
and then were subjected to one of the most 
stressful phenomena of our existence, we prob- 
ably would not make the grade with as low a 
mortality rate. 

Or consider the head of pressure to which 
the blood is subjected as it is oxygenated. 
Blood leaving the mother’s lungs is oxygenated 
at a pressure of 100 mm. Hg. One of the big- 
gest factors in reducing the oxygen tension of 
blood is the capillary bed, and the capillary 
bed of the uterus has a head of oxygen pres- 
sure considered as about 70 mm. Hg. Then 
the placenta reduces the pressure still further, 
and the fetal blood is oxygenated at a pres- 
sure of about 35 to 40 mm. Hg. In other 
words, what is normal for the fetus is approxi- 
mately 30 per cent of normal for the mother, 
and it is well to remember that the fetus is 
cyanosed at all times, carrying the 5 gm. per 
cent-reduced hemoglobin which is required 
for cyanosis. 
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TABLE 1 


RELATION OF BirtH WEIGHT AND PLACENTAL WEIGHT TO DEGREE OF PLACENTAL INFARCTION* 


NO INFARCTION 


Birth weight ( gm.) 3.488 
Placental weight ( gm.) 512 
Placental-fetal weight ratio 0.148 


MILD INFARCTION MODERATE TO SEVERE INFARCTION 


3.472 3,307 
520 525 
0.151 0.161 


*From data of Kloosterman and Huidekoper. 


Viewing the situation from the standpoint 
of percentage of oxygen rather than the head 
of pressure, the blood in the maternal uterine 
arteries has an oxygen content of 15.2 vol- 
umes per cent, and that in the uterine vein. 
flowing away from the placental bed, 10.5 vol- 
umes per cent. The fetal blood carries to the 
fetus only 8.0 volumes per cent—less oxygen 
percentagewise going to the fetus than comes 
back from the mother—and 3.5 volumes per 
cent in the umbilical artery. Fetal life is possi- 
ble in this circumstance only because the A-V 
difference is approximately the same and the 
tissue pickup can be close to the same. 

Obviously, various forces are at work to 
protect the fetus in this situation. First, it has 
17 gm. of hemoglobin; it has increased bone 
marrow activity; it has extramedullary hema- 
topoiesis, with multiple sites of hemoglobin 
manufacture. Fetal hemoglobin differs from 
adult hemoglobin in its ability to pick up 
oxygen. One gram of fetal hemoglobin can 
pick up more oxygen than 1 gm. of adult 
hemoglobin. The shift from fetal-type hemo- 
globin to adult type takes place during the 
first six weeks post partum. In addition, there 
is preferential circulation to the brain. Large 
quantities of blood are directed toward the 
brain at the expense of the extremities. We 
have all seen newborn babies whose hands and 
feet were cyanosed but who were pink from 
the nipple line upward—a residuum of this 
preferential brain circulation. Another pro- 
tective force is the comparative inactivity of 
the fetus which decreases its need for oxygen 
as it lives at this 33,000 ft. altitude. But the 
factor which protects most of all is the ade- 
quacy of the placenta. 

Let us consider the ages of the persons who 
convene in the delivery room. The mother is 
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at the peak of her career, so to speak: her tis- 
sues are young and vigorous. The baby is just 
beginning his life: his tissues are new and he 
has a life expectancy of 68 years. The obste- 
trician usually feels aged, no matter how old 
he really is, but he still has some time ahead 
of him. But the human placenta is senile. Its 
arteries are hardened: its tissues are calcified: 
it is a dying organ: it is the oldest tissue in 
the delivery room from the standpoint of func- 
tional ability and capacity. This senile organ. 
as it died, has been trying to nourish the grow- 
ing baby whose needs have steadily increased. 
There are various conditions which may in- 
terfere with the relative adequacy of the pla- 
centa. We have been geared over so many 
years to think of such complications in rela- 
tion to the mother, but it behooves us to con- 
sider their effect on the baby. Principally, the 
conditions which reduce placental efficiency 
are partial detachments, thromboses and _in- 
farctions, and placental weight loss. Their 
presence lessens the ability of the placenta to 
furnish nutrition, and particularly oxygen. 
Let us examine the effect of placental in- 
farction and minor degrees of abruptio pla- 
centae on the fetus. Infarction occurs be- 
cause the placenta is aging, and the harmful 
effect of this process on the baby has been 
clearly demonstrated. Table 1 compares the 
birth weight and placental weight in the ab- 
sence of placental infarction with those asso- 
ciated with mild infarction and extensive in- 
farction. Fetal weight declines progressively 
as the degree of infarction increases, although 
the placental weights remain fairly constant. 
Dividing the placental weight by the birth 
weight, one finds that the ratio rises accord- 
ing to the degree of infarction, and this spells 
increasing inadequacy to the baby; here is the 
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TABLE 2 


RELATION OF NEONATAL Mortacity TO PLACENTAL INFARCTION* 


MORTALITY NO INFARCTION 
Postnatal 1.0% 
Intra-uterine 0.6% 
Total perinatal 1.6% 


MILD INFARCTION MODERATE TO SEVERE INFARCTION 


0.6% 1.2% 
1.1% 5.0% 
1.7% 6.2% 


*From data of Kloosterman and Huidekoper. 


zone where the neonatal death rate increases. 

Table 2 charts neonatal mortality against 
the degree of placental infarction. Death rates 
rise progressively with increasing degrees of 
infarction and with changes in the ratio of 
placental weight to fetal weight. The placenta 
is the baby’s best friend only as long as the 
placental-fetal weight ratio is approximately 
0.14 or 0.15. 

The placenta also can grow too old to do 
its job. This is not merely the phenomenon of 
exceeding the date of expected confinement. 
A large, healthy placenta can support a 42 or 
43 week fetus. and the only problem here is 
inconvenience to the mother. But if the rela- 
tive placental adequacy is below par, the baby 
begins to lose weight and other signs of insufhi- 
ciency appear—yellow-stained fluid and mem- 
branes, and loss of vernix. This picture of 
chronic, low grade fetal embarrassment occurs 
in about 2.6 per cent of all deliveries. It is not 
as common as “post-datism,” but it is com- 
mon enough so that we cannot ignore it. These 
babies die because the placenta has become 
inadequate for their rising needs as they reach 
12 and 43 weeks. 

The postmaturity syndrome costs lives. Ac- 
cording to Stewart Clifford it carries an over- 
all mortality rate of 15 per cent. and in most 
series the figure is 13 to 15 per cent. 

Evidence of placental insufficiency also is 
seen in term deliveries. In chronic nephritis. 
for example, it is the picture we are accus- 
tomed to seeing as early as the thirty-sixth 
week. Placental insufficiency accounts for the 
high fetal mortality rate which is associated 
with this disease. 

Relative placental insufficiency was diag- 
nosed in 20 per cent of a group of our patients 
who carried their pregnancies past the date of 
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expected confinement. Six of these babies, or 
3.2 per cent, were stillborn. Of all the instances 
of stillbirth, postmaturity was diagnosed in 50 
per cent. In other words, relative placental in- 
sufficiency is a lesion that is constantly taking 
the lives of babies. 

Walker's work indicates that the oxygen 
saturation in the umbilical vein is 70 per cent 
at the thirtieth week of gestation but some- 
where between 36 and 39 per cent at term. 
By the forty-third week it is only 30 per cent. 
The human fetus passes meconium when oxy- 
gen saturation reaches 30 per cent or less. In 
other words, this is a late sign of fetal embar- 
rassment, not an early one. 

Howard Taylor and co-workers studied the 
relation of fetal loss to yellow-stained amniotic 
fluid. When this sign was associated with other 
evidence of intra-uterine fetal distress the fetal 
mortality rate was 14 per cent compared with 
3 per cent when yellow-stained amniotic fluid 
was not present. When it was associated with 
a delay in the first respiration, fetal loss 
amounted to 35 per cent as against 13 per cent 
when there were equal degrees of apnea but 
no stained vernix. 

What can we do about this problem? For 
the physician to make a diagnosis of relative 
placental insufficiency is exactly the same as a 
coroner's examining a corpse and rendering a 
verdict of murder. The diagnosis may be ac- 
curate, but it does not help the victim. We 
need to diagnose placental inadequacy earlier 
in order to protect the baby from the effects 
of declining placental function, regardless of 
whether it is declining due to age or because 
of infarction. 

At best, however, we have only indirect 
clues, obstetrically speaking, but they become 
more important as we recognize more and 
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more the possibility of this situation and are 
alert to the hazard endangering the baby. 

In the first place we should take a careful 
history as to the date of the last menstrual 
period. This stage of our relationship with the 
patient often is a gay and casual time. We 
have also all encountered the patient who is 
totally unsure of her menstrual cycle. She 
knows the date of her last menstrual period 
within a month or a month and a half, yet 
she wants you to state exactly on which day 
she will deliver. Later in the course of this 
patient’s pregnancy, the date of the last men- 
strual period can be a most important piece 
of information, and it would seem worthwhile 
to make this item in the history as accurate 
as any other. 

Exact recording of the date of quickening 
also is important. In the course of prenatal 
care it is wise to ask the patient, before she 
possibly could have noticed it, whether she has 
felt quickening. Start asking her at about the 
twelfth, thirteenth or fourteenth week. This 
alerts her to its occurrence, and it is not un- 
wise to tell her what to expect. Initially it is 
not, of course, a kick; it is not a blow; it is the 
fluttering of a butterfly trapped in the hand, 
the rising of a bubble against a hand held 
under water. If you have alerted her to this 
type of phenomenon, she will give you the 
date of quickening more accurately. While 
neither this nor the date of the last menstrual 
period is inviolable information or without 
error, together with a careful history and close 
observation it helps to identify those situa- 
tions where the gestational period really is ap- 
proaching 40 weeks and, hence, placental se- 
nility must be considered. 

Measurement of the uterus from the top of 
the symphysis to the top of the fundus at ev- 
ery antepartum visit is an exceedingly impor- 
tant part of prenatal watchfulness. The num- 
ber of centimeters corresponds approximately 
with the number of weeks of pregnancy up to 
the thirty-second week, when the fundus will 
measure 32 cm. In the ninth month it usually 
declines as the baby slips down into the pel- 
vis. When a series of such measurements shows 
a decrease in size that is unexpected, i.e., not 
associated with a dipping of the head further 
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into the pelvis, the situation requires our close 
attention. Nonprogress of uterine height for 
any length of time indicates possible fetal non- 
nutrition, and shrinkage of the fundus is a 
still more serious prognostic sign. In the face 
of placental insufficiency, not only does the 
baby lose weight, but in all probability the 
placenta is losing weight also, and the amount 
of amniotic fluid decreases. In other words, 
the entire contents of the uterus are getting 
smaller because of insufficient nourishment. A 
shrinking fundus is a warning sign that we 
should not ignore. 

A patient who has reached 39 or 40 weeks 
and who unexpectedly loses weight without 
dieting presents an even graver situation when 
the weight loss is associated with the findings 
already mentioned. We all have had patients 
who unexpectedly lose weight toward term, 
but loss of weight associated with a decrease 
in the size of the uterus is a matter of great 
importance. 

If these are the warning signs, what are the 
therapeutic measures? I believe these signs 
constitute an indication for medical induction 
of labor, particularly in a multipara who has 
an adequate-sized baby, who definitely is at 
term according to the history and the date of 
quickening, whose fundus has been growing 
and then has started shrinking—particularly 
if she loses weight. I do not think we need to 
practice obstetrics badly in the face of these 
findings, but I do believe that prompt medical 
induction is essential for the sake of the baby: 
otherwise, some of these babies are going to 
die intra partum. 

In other instances of fetal distress, step in 
promptly and do not be ashamed of an occa- 
sional cesarean section. The patient has alerted 
you, and her case is not an ordinary one. | 
am not advocating doing a section in all cases 
where there is evidence of fetal distress; | 
mean that 3 per cent in which the baby is in 
increased jeopardy before the onset of labor. 
If, then, irregularities in the fetal heart beat 
develop during labor in these cases, with ad- 
ditional fresh meconium, we should step in 
more quickly, and that means continual ob- 
servation of the patient and frequent atten- 
tion to the fetal heart beat. These patients re- 


POSTGRADUATE MEDICINE 


f 
: 
vig { 
moe 


quire the close attention of the physician. 

We should avoid heavy sedation and deep 
anesthesia. Likewise we must remember that 
the shifts in blood pressure and cardiac out- 
put occurring with use of regional forms of 
anesthesia can penalize the baby. This child’s 
lifeline is thin; decreased placental function 
has increased its hazards, and a diminution of 
blood flow through the placental bed may be 
enough to tip the scale. 

Early aspiration of the baby’s nasopharynx 
and careful rather than vigorous resuscitation 
are additional measures of importance. Make 
sure that you furnish the pediatrician with 
information to orient him to the problems. 


Babies just get born before they die, and this 
is even truer in the hazardous situation rep- 
resented by placental insufficiency. 

If you and I were shut in a closed room 
where we were fed and oxygenated entirely 
through one aperture (the situation of the 
fetus), and if someone gradually closed that 
aperture (progressive placental insufficiency ) , 
we would take immediate steps either to en- 
large the aperture (and measures are not avail- 
able at present to improve placental insuffi- 
ciency) or to get out of that room—and this 
is what the obstetrician can offer when he 
faces the problem of relative placental in- 
sufficiency. 


Postgraduate Courses 


SeveENTH AMERICAN Concress ON MATERNAL Care, CHI- 
caco: July 8-12 at the Palmer House. The theme of the 
Congress will be “Complete Maternity Care.” Dr. Bayard 
Carter, Durham, North Carolina, is general chairman 
and Dr. Samuel B. Kirkwood, Boston, program chairman. 


AMERICAN FounpATION FoR ALLERGIC Diseases, New 
York: The board of trustees announced that three two 
year fellowships in research and clinical allergy have 
been made available by a grant from Mr. John D. Rocke- 
feller, Jr. Candidates must be graduates of approved 
medical schools and must have completed the graduate 
training required preliminary to certification by either 
the Board of Internal Medicine or of Pediatrics. Prior 
to May 10, 1957, applicants should contact one of the 
following investigators, who will make the final selec- 
tion: Dr. Frederick G. Germuth, Jr., Associate Professor 
of Pathology, The Johns Hopkins University Medical 
School, Baltimore 5; Dr. Colin M. MacLeod, Professor 
of Research Medicine, University of Pennsylvania, 820 
Maloney Clinic, 36th and Spruce Streets, Philadelphia 4, 
or Dr. Herman N. Eisen, Professor of Medicine (Derma- 
tology). Washington University School of Medicine, St. 
Louis. The respective institutions are undertaking to 
have this training credited toward the subspecialty in 
allergy by both the Boards of Internal Medicine and 
Pediatrics. 
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University oF Minnesota, MINNEAPOLIS: Courses to 
be presented at the Center for Continuation Study, 1957: 
Introduction to electrocardiography for general physi- 
cians, May 6-10 
Proctology for general physicians, May 13-17 
Surgery for surgeons, May 23-25 
For further information, write to: Director, Department 
of Continuation Medical Education, 1342 Mayo Memorial 
Building, University of Minnesota, Minneapolis 14. 


American Cancer Society: Clinical fellowships for 
1958-1959: 

A limited number of fellowships in medicine, with em- 
phasis on diagnosis and treatment of cancer, are offered 
to institutions whose postgraduate training programs are 
approved by the Council on Medical Education and Hos- 
pitals of the American Medical Association. Applications 
from institutions must be submitted by deans, executive 
officers or department heads before April 15, 1958. 
Fellowships in radiation therapy are offered to properly 
qualified graduates in medicine who desire additional 
training in the principles and practice of radiation ther- 
apy at clinics in the United Kingdom, the Scandinavian 
countries and France. 

For further information, write to: Director of Profession- 
al Education, American Cancer Society, Inc., 521 West 
57th Street, New York 19. 
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Drug Therapy in 


Hypertension 


IRVINE H. PAGE* 


Cleveland Clinic Foundation, Cleveland 


Tue medical profes- 
sion has been notably 
slow in admitting the 
desirability of lowering 
arterial pressure. There 
was a time. of course. 
when it was believed 
that elevated blood 
pressure served a pur- 
pose—the old Cohn- 
heim theory of ade- 
quately perfusing the 
tissues. Many interns even were taught that 
it was highly undesirable to attempt to lower 
pressure. Furthermore. the physician former- 
ly had nothing with which to treat hyperten- 
sion. “Expectant” nursing and “individualized 
treatment.” which meant precisely nothing. 
were the only means on which he could rely. 
Although misconceptions still exist concern- 
ing hypertension, such as the belief that vas- 
cular disease always precedes elevated pres- 


IRVINE H. PAGE 


*Director of Research, Cieveland Clinie Foundation, Cleveland, Ohio. 


Presented before the forty-first annual Assembly of‘ the Interstate 
Postgraduate Medical Association at Cleveland. 


344 


sure, remarkable changes in the concept and 
treatment of the disease have occurred within 
the last 10 years. 

The introduction of drugs which lower blood 
pressure is of prime importance in this field: 
however. although these drugs have promised 
much. as yet they have delivered less than 
expected and have created as well a somewhat 
vexing problem for the physician. In consider- 
ing hypotensive drugs. the physician first must 
determine the cause of the elevated pressure. 
The question has been asked: “How do you 
know when you should treat a patient with a 
hypotensive drug? You don’t know whether 
or not he has cerebral arteriosclerosis.” This 
is true: although we often make this diagno- 
sis. we do not know the criteria for doing so. 
Certainly. no attempt should be made to lower 
the pressure when this condition is present. 
for this is a systolic, not a diastolic hyperten- 
sion. However. use of a hypotensive drug 
makes even the differentiation between cere- 
bral arteriosclerotic hypertension and_ ordi- 
nary essential hypertension quite simple. If 
you think a patient has arteriosclerotic hyper- 
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tension, give him an intravenous injection of 
a hypotensive drug such as sodium _nitro- 
prusside. If the blood pressure is reduced to 
any reasonable level. the arteriosclerotic hy- 
pertensive patient becomes disoriented, woozy 
and befuddled. and this reaction substantiates 
the suspected condition. 

After it has been determined whether or not 
it is possible to treat a patient with a hypoten- 
sive drug, the next important question to con- 
sider is when to begin using the drug. With 
drugs now available. treatment should begin 
at the first indication of an advancing car- 
diovascular disease. If the drugs were with- 
out undesirable side effects. | would con- 
sider treatment even before vascular disease 
appears. The current discussion concerning 
the use of the sphygmomanometer is interest- 
ing but it isn’t terribly important. We are not 
treating the sphygmic reading of the blood 
pressure: we are interested in preventing the 
vascular disease that is associated with hyper- 
tension. Attention must be focused on the vas- 
cular disease, because that is what kills peo- 
ple: that is what makes them sick. The key 
to it seems to be lowering the blood pressure 
incidentally. 

Identifying the extent and the advancement 
rate of vascular disease is relatively simple. 
The important vascular areas indicate these 
conditions. For example. a renal function test 
will furnish proof of vascular changes. In con- 
sidering the kidney as a testing area, Dr. Cor- 
coran and I like to use the blood-urea clear- 
ance test or the para-aminohippurate clearance 
measurements of renal blood flow. but any 
good objective test which can be followed will 
suffice. In the cardiac area, the heart size and 
electrocardiograms indicate whether or not 
there is progressive heart disease. The heart 
is part of the vascular tree: therefore. it re- 
flects in some measure the changes that are 
going on in the entire vascular tree. The eye- 
grounds are another test area. for they reflect 
changes occurring in both the cerebral and 
the renal blood vessels. The physician who is 
treating hypertension should avoid ophthal- 
mologists and study the eyegrounds himself. 

After determining whether or not vascular 
disease is advancing in a patient, the physi- 
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cian must decide on the desirability of using 
potentially dangerous drugs. In prescribing 
hypotensive drugs, the same care should be 
used as was employed 20 or 30 years ago in 
the treatment of diabetic patients. A doctor 
must not prescribe a hypotensive drug and 
then just let the patient go on his way. Either 
the drug will not be effective or the patient 
will get too much of it. In the latter case, if it 
doesn’t “flatten” the patient, it at least will 
flatten his pocketbook. Hypertension is in- 
deed a very complex condition to treat. 

The prevention of cardiovascular disease 
resulting from hypertension would be an im- 
portant step in medical progress. People often 
say: “Are you really prolonging lives?” That 
is a difficult question to answer, because just 
exactly how long an individual is going to live 
is impossible to determine. On the other hand, 
definite progress has been made in treatment 
of the malignant hypertensive person. Malig- 
nant hypertension is a very serious disease 
and the majority of patients in whom it de- 
velops usually die within two or three years. 
I think it is safe to say that, with hypotensive 
drugs, malignant hypertension can be reversed 
if the disease is treated before the renal func- 
tion becomes too low. If this is true, we are 
really accomplishing something in lowering 
blood pressure in the patient who has less 
severe hypertension. Perhaps, in this way. we 
can prolong people’s lives. However. if we do 
succeed in prolonging life. we must make it a 
life worth living and not just a medical exer- 
cise for the physician. Thus, it becomes ex- 
ceedingly important that these drugs be used 
in such a way that the patient does not be- 
come what Paton has called the “hexameth- 
onium man”—the man who reaches zero en- 
tropy and who is so lethargic that every time 
he stands up he falls over. He feels miserable: 
his mouth is dry: he can’t see to read: he is 
constipated. and he has tachycardia. Or con- 
sider the patient who is being treated with Vera- 
trum viride. This drug reduces blood pressure 
hut causes almost constant nausea. In general. 
such patients are paying for merely existing. 
not really living. Keep in mind, then, that life 
should be made not only livable, but also at 
least pleasant. 
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Another important factor to consider is the 
cost of these drugs. Daily treatment has be- 
come very expensive. Unless a patient is a 
veteran or has a great deal of money, he may 
find himself financially unable to pay for his 
medicaments. The physician must remember 
this especially when considering the use of 
several of the hypotensive drugs. 

There are many difficulties in evaluating 
antihypertensive measures: it is for this rea- 
son that their use has created a vexing prob- 
lem. Even students of the subject disagree 
about the results achieved. and many conflict- 
ing statements have been made. In the “yel- 
low” journal, Bello and Turner say, “The 
drug has no significant effect on blood pres- 
sure.” Two articles later, an item by Smith 
says. “Sixty-three per cent of the patients had 
become normotensive with the conclusion of 
the study.” How can there be such disagree- 
ment? I| think it is because doctors don’t study 
their patients in the same way and often not 
carefully enough. For example, they may start 
a drug on a spontaneous descending curve of 
blood pressure. They often take casual blood 
pressures and conclude from them that they 
have reached a stable plateau. Starting at the 
right point, almost any effect can be achieved 
from inactive hypotensive drugs. Another con- 
tributing factor is that, curiously enough, doc- 
tors now seem to have come to believe uncriti- 
cally in statistics. The term “significant” seems 
to have taken on a new glitter. 

Is it worthwhile then to lower a patient’s 
diastolic pressure 10 mm. of mercury? In an 
occasional patient with cardiac failure, the 
answer would be yes, but for most patients, 
no. Let’s recognize that what we are trying to 
do is to lower blood pressure sufficiently and 
keep it low long enough that the advance of 
vascular disease is slowed. 

We must never come to the point where 
we think we can substitute pills for common 
sense measures in the management of hyper- 
tension. Because there are so many drugs 
available, this exists as a very real possibility. 
Although most physicians are fully aware of 
the general measures which the hypertensive 
patient should observe, these measures always 
bear repeating and may be listed as: (1) Cul- 
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tivate serenity by coming to terms with the in- 
evitable, thus living a life of moderation and 
participating only in those affairs you can in- 
fluence: (2) avoid fatigue; (3) have more 
frequent rest periods; (4) avoid obesity. and 
(5) select a physician in whom you can place 
full responsibility for wise, unhurried coun- 
sel. However. if these measures are adminis- 
tered in a cursory fashion, they lose their 
value to both the patient and the physician. 
The education of a patient with as serious a 
disease as hypertension is most important. It 
makes sense to explain to patients what the 
disease is, what they may expect, and why 
it is worth treating. | have tried to answer 
these questions in my book, “Hypertension, a 
Manual for Patients With High Blood Pres- 
sure.”' Unfortunately, more physicians than 
patients read it. In the education of a patient. 
moderation in all things should be empha- 
sized. We seem to be in an era of “can’ts.” 
We can’t smoke; we can’t drink; we can’t 
eat fat, and we can’t do any of the things that 
are fun. I believe that a little common sense 
applied here would lead us to be moderate, 
of course, but not to miss anything either. 

Another application of common sense meas- 
ures is shown in figures 1 and 2. Figure 1 
shows an obviously malignant eyeground. In 
this case, penicillin effected the reversal of the 
vascular disease and the cure which is illus- 
trated in figure 2. This is evidence of the fact 
that in some cases of malignant hypertension 
an antihypertensive drug is not necessary. The 
same is true of a renal lesion and, so far as I 
know, penicillin and other antibiotics are still 
able to effect a cure in some cases of pyelo- 
nephritis. 

From the theory viewpoint, the subject of 
ganglion blocking agents is indeed compli- 
cated. It is characteristic of human nature to 
like names, and we like the name “blocking 
agent,” which we assume is an agent which 
competes with acetylcholine. If acetylcholine 
is the transmitter of impulses through ganglia. 
then both sympathetic and parasympathetic 
ganglia will be blocked. The sympathetic gan- 
glia should be paralyzed, but not the para- 
sympathetic. The answer to the problem of 
blocking only the sympathetic ganglia, when 
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FIGURES 1 and 2. Eyeground of a patient with malignant hypertension before and after treatment with penicillin for 


pyelonephritis. 


acetylcholine transmits for both the sympa- 
thetic and parasympathetic ganglia, has not 
been found. Of course, it is the parasympa- 
thetic paralysis that causes the trouble, be- 
cause it produces the secondary effects such 
as the dry mouth and others. 

One of the big problems with hexameth- 
onium is the question of irregular absorb- 
ability. Because this drug is absorbed rather 
erratically, patients occasionally get too much 
and tend to faint. However, apparently, a real 
advance has occurred with mecamylamine hy- 
drochloride (INVERSINE®), which is readily 
absorbable. There is much less trouble from 
wide swings in blood pressure. It is impor- 
tant to remember, however, that side effects 
are as common with this drug as with other 
blecking agents. 

Since the supine pressure is not apt to be 
lowered very much with these drugs, the physi- 
cian must depend more on orthostatic hypo- 
tension for a therapeutic lowering of blood 
pressure. Therefore, the patient must receive 
enough blocking agent so that, while standing, 
his blood pressure is approximately normal. 
When he is lying down, the pressure may be 
considerably higher; as this is often disturb- 
ing to the patient, it should be explained to 
him. So-called exercise hypotension is still an- 
other way of lowering blood pressure. When 
they begin to exercise, many people receiving 
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ECOLID® or other blocking agents register 
quite a marked depression in blood pressure. 
The pressure may be entirely satisfactory 
when they stand up but when they walk out 
on the street, they may faint. This is exercise 
hypotension. Although the physician must 
look out for it, it nevertheless is very useful. 
I think it points out the fact that it is a good 
idea to keep these hypertensive patients up 
and about. Many doctors advocate raising 
the head of the bed a bit, but this has not 
proved to make much difference. The ad- 
vances in the new ganglion blocking agents 
have been largely in the ease of handling the 
drugs and the smoothness with which they 
are absorbed. Other than these, no profound 
changes have become apparent. 

Figure 3 demonstrates the effect of hyper- 
tension on the eyegrounds. This is a com- 
posite curve of blood pressures taken every 
day four times daily over monthly periods. 
The vertical lines represent months. As these 
are very long periods, the wild swings in ar- 
terial pressure, seen when single blood pres- 
sure measurements are plotted, are not evi- 
dent. It is clearly shown that over a period 
of months, as the blood pressure came down. 
the eyegrounds cleared. As time went on, the 
so-called refractoriness appeared and that pre- 
sented a really difficult problem. The drug 
being used became quite ineffective and even 
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MALIGNANT HYPERTENSION 
52 YEARS 651-572 
MONTHS FIGURE 3. Graphic tracin 
240 | a case of malignant hyper- 
ARTERIAL 220 | \ = tension. Despite develop- 
PRESSURE 200}— ment of refractoriness and 
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120 months, the eyegrounds 
100+ — cleared and the patient 
= improved greatly. 
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1 BISTRIUM 4 BISTRIUM STOP 
| | 
NO | cunic NO. 710-737 57 YRS HT 167 cM | wT 62 KG 
DIAGNOSIS HYPERTENSIVE CARDIOVASCULAR DISEASE--Essenticl, severe Ww. 
280}—1 
SUPINE 
ARTERIAL 
PRESSURE 
FIGURE 4. Plotting mm 
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DIAGNOSIS POLYCYSTIC KIDNEY DISEASE -- HYPERTENSION - Malignant -> essential 


MONTHS 64 65 66 67 68 69/70/71 72 73 74 75 76 77 78 |79 | |8I-2| 83 | 64 | 85 | 86 |e7 |8e | | 90 91 
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. Hydralozine + reserpine 


2.Reserpine discontinued 


3. Hydralazine discontinued --mecamylamine 


FIGURE 5. Arterial pressure chart showing results of effective and ineffective treatment of hypertension caused by poly- 
cystic kidney disease. At arrow 1, hydralazine and reserpine were used without effect. Arrow 2 indicates the discon- 
tinuance of reserpine. Mecamylamine was substituted for hydralazine at arrow 3. 
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a hundred or more milligrams injected intra- 

venously did not affect the patient’s blood 
pressure. That is why it is necessary to watch 

such patients all the time. When they become 
refractory either the drugs must be changed 
or the patients must be given a period of rest 
before treatment is resumed. 

Figure 4 illustrates the results achieved 
with the mecamylamine hydrochloride treat- 
ment. This patient happened to receive bene- 
ficial effects in both the supine and standing 
positions. No one knows why some patients 
get a good effect in a supine position and 
other patients are benefited only when they 
stand. The results may be very satisfactory 
in about one-half the cases. 

Figure 5 shows the long-term effect of treat- 
ing a patient with several different drugs. In 
this case, hydralazine hydrochloride ( APRESO- 

} LINE®) and reserpine first were used together 
with no effect. When reserpine was discon- 
tinued, there was still no change in blood 
pressure. However, when the use of hydrala- 
zine was replaced by mecamylamine, a marked 
fall in pressure resulted. The difficulty comes 
in determining which patient will react fa- 
vorably to a drug and which patient will not. 
This is similar to the problem we had with 
sympathectomy. The value of sympathectomy 
would never have been questioned if there 
had been a way of selecting patients so that 
good results would have risen from 25 to 90 


per cent. However, we found no way of doing 
it; the same thing is true in selecting a pa- 
tient who will respond to a certain drug. The 
only answer seems to be to give a drug and 
observe its effects. This is a serious flaw in 
our armamentarium. 

Along with the use of hypotensive drugs 
have come many iatrogenic diseases. Almost 
every drug we give produces an interesting 
disease all its own. There is the one which 
follows the use of hydralazine or the pulmo- 
nary fibrosis which sometimes follows the ad- 
ministration of hexamethonium. There is also 
a disease which follows the use of Inversine. 
It is a rather curious neuromuscular syn- 
drome. It usually begins on a substrate of 
previous, rather marked cerebrovascular dis- 
ease and is characterized by jerky, involun- 
tary movements of the hands and shoulder 
muscles. Anxiety develops, and twice, | have 
seen major convulsions result. Although this 
syndrome can occur, it is rare, and it disap- 
pears when the drug is withdrawn. I am al- 
ways intrigued by the fact that the people who 
deal with connective tissue diseases have never 
done much about hydralazine (Apresoline ) 
disease. This is a rheumatoid arthritislike dis- 
ease which finally progresses to a syndrome 
in many ways resembling lupus erythemato- 
sus. Table 1 shows the laboratory data on a 
series of cases with this so-called Apresoline 
disease. (It might be interesting to mention 


TABLE 1 


Laporatory Data 


A. RHEUMATIC GROUP (8 PATIENTS) 


| SEDIMENTATION SERUM 
RATE | POLYSACCHARIDE 
(mm. per minute) | (mg. per cent) 
| 
| 
Number 5 4 
| | 
Result (mean) | 1.06 160 
| 


B. FEBRILE GROUPS (5 PATIENTS) 


fl Number 2 | 3 
Result (mean) 1.2 | 239 
Normal 0-0.45 | <160 


PROTEINURIA HEMOGLOBIN 
TEST 
(gm. per 24 hours) | (gm. per cent) 
Before During Before During 
4 7 
0 0.4 0.2 
5 4 | 5 
000+ + | 0.6 0.3 | 13 9.7 
0 <0.2 | 15-14 
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| 
NO 1 | cuinic NO 623 718 | 46 YRS | HT 176 CM | wT 75 kG 
DIAGNOSIS MALIGNANT HYPERTENSION T. 6B. 
MONTHS 19 | 20 | 21 | 23 | 26 27 28 | 29 | 30| 33 | 34 35 | 36 [373 3-45 
180 
mm. 160 7 


U Sclerosis Art 3 1 1 7 a 
D | Ret. Hemorrhage | 


1. DIBENZYLINE; 2. LANOLAC— LOW SODIUM DIET, DIBENZYLINE DISCONTINUED, 
3. APRESOLINE 


} 
| | 
NO. 2 | cunic NO 623 718 | 46 YRS HT 176 cM | wt 75 kG 
DIAGNOSIS MALIGNANT HYPERTENSION 7.6. 
MONTHS. (46-48 49 505253-5556575860 61 62-64 72 | 73 | 74 75-77'78-8081-638485 86 
4 5 6 
240 
ARTERIAL 
mm 
F Constriction Art a | = | 
U Sclerosis Art = | 
| Papilledema i i i | 


4. RAUDIXIN ADDED; 5. APRESOLINE DISCONTINUED, 
6. APRESOLINE RESTARTED. 


FIGURE 6a and b. Changes in arterial pressure resulting from treating malignant hypertension with a low sodium diet 
(200 mg. Na) and the combination and alternate use of DIBENZYLINE®, RAUDIXIN® and APRESOLINE®. 


In figure 6a and b, the effective use of 
Apresoline is shown. The patient whose ar- 
terial pressure is charted here had a diastolic 
pressure consistently over 140 mm. for five 
or six months. When Apresoline was given, 
an immediate drop was registered. Knowing 
that “Apresoline disease” can appear, we are 


that Comans has been able to produce it in 
some dogs.) Curiously enough, many of these 
diseases are much more interesting than the 
action of the drug in lowering pressure. Of 
course, all good drugs have potential dangers. 
but we must remember that the real danger 
lies in the physician’s ignorance. 
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no 1 | cuinic NO 326-252 48 vrs Ht 167.6 cm | wt 77.3 KG 


pIAGNosIs Ssential Hypertension 
MONTHS 164 165 166 167 168 169 170171 172173 174 
280) + + + + 4. vi 


240/- + + + —— + =e 
ARTERIAL 


PRESSURE 


mm 


Hg 


FIGURE 7. Arterial pressure changes resulting from reduction of hexamethonium dosage by administration of reser- 
pine. At arrow 3, hexamethonium was started as shown in the lower panel, and at arrow 6, reserpine was added. Over 
the next three months, hexamethonium was discontinued gradually but blood pressure was even lower. 
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riGURE 8. Plotting of blood pressure in a case of hypertensive encephalopathy treated with sodium nitroprusside. 
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FIGURE 9. Laboratory data showing unsuccessful results in treating hypertension with a low salt diet and Veratrum. 
Patient’s eyegrounds cleared 10 months after treatment was started. but he died as a result of cardiac failure. Addi- 
tion of milk protein, sodium chloride and a Veratrum preparation had no effect on the average blood pressure which 
was not reduced below 120 mm. Hg during the hospital stay. Arrows indicate stages of treatment: 1. rice diet; 2. 
addition of 30 gm. LANOLAC® (sodium-poor dried milk) : 3. addition of 60 gm. Lanolac and 8 gm. salt; 5. low salt 
diet with 60 gm. Lanolac and 6 gm. salt; 6 and 7. low salt diet and vERILow®. 
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constantly on the lookout for it and reduce 
the dosage at the first sign. With this patient. 
for example, we administered 800 mg. and 
then dropped back to 400 mg. The one thing 
we insist on is that we get an effect: if we 
don’t, we want no part of the drug. 

Reserpine has received so much publicity 
that I only want to mention it in relation to 
combined treatment. | have been accused of 
not approving of combining drugs. My only 
objection is combining drugs before it is 
shown that each individual drug works. In 
other words, what is the point in giving reser- 
pine if it has not been proved that it is lower- 
ing blood pressure? Many patients get no ef- 
fect from reserpine while many of them get 
good results. If reserpine has proved effective, 
| have no objection to combining it with a 
ganglion blocking agent. for instance. An ex- 
ample of this is shown in figure 7. This patient 
was getting hexamethonium up to 140 mg. 
and then reserpine was started. Since it was 
so effective. we were able to discontinue 
hexamethonium. 

Figure & shows treatment of hypertensive 
encephalopathy, a very minor but dramatic 
part of any practice. The treatment is simple. 
The chemical used doesn’t even deserve the 
name “drug,” because it is too inexpensive. 
The chemical is sodium nitroprusside.” This 
patient had severe hypertension, headache 
and restlessness and finally went into coma. 
When an intravenous infusion of sodium nitro- 
prusside was given, the pressure immediately 
went down and was kept down for 12 hours. 
To prove that it really was working. when the 
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infusion was stopped, the pressure went up. 
It should be emphasized that by no means do 
all patients with encephalopathy respond, be- 
cause encephalopathy is not a single syndrome. 

To prove that there are two sides to the 
use of these hypotensive drugs, figure 9 shows 
a case in which the drugs failed to be effec- 
tive. There are many such cases. 

Let’s recognize, however, that we have made 
some progress in the attempt to control hyper- 
tension and that we are continuing to make 
progress. Although we do have many failures. 
they are due to many things: (1) We get no 
response from the drug: (2) the response is 
good but it is transient; (3) the patient does 
not take the drug as prescribed, or (4) the 
side effects are too disabling. 

It seems that we are coming into an era in 
the treatment of hypertension in which the 
next big problem will be the treatment of 
arteriosclerosis. Thus, specialists in diseases 
of the heart and blood need not fear unem- 
ployment for some time to come. 
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Cancer of the Vulva 


JOHN PARKS* 


The George Washington University School of Medicine, 


Washington, D.C. 


Cancer of the vulva is 
a disturbing disease 
which fortunately does 
not occur very fre- 
quently. When it does 
occur, it may have seri- 
ous consequences which 
can be prevented. My 
main purpose in de- 
scribing some of the 
early lesions of the 
vulva is to indicate 
ways of managing them so that advanced vul- 
val cancer may be prevented. Early cancer of 
the vulva is curable; late cancer is not. 

It is difficult to understand why cancer of 
the vulva is so often reported late to the physi- 
cian. The vulva is a very sensitive area of the 
body—moist, warm, frequently traumatized, 
constantly contaminated—and therefore, an 
area of lowered skin resistance. Carcinoma of 
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the vulva is probably reported later to the 
physician than any other type of female can- 
cer except that of the ovaries and fallopian 
tubes. But vulval cancer should be found early. 

I shall discuss briefly: (1) the anatomic 
physiology of the vulva, (2) a series of lesions 
which preeede and are a part of cancer of the 
vulva, and (3) a few general and specific prin- 
ciples relating to the surgery of vulval lesions. 

Early small lesions of the vulva are difficult 
to see; the folds of tissue and the hair may 
prevent complete visualization. The involved 
area.can be discovered early by having the 
patient point to the lesion while she is on the 
examining table. She can put her finger right 
on a subcutaneous neuroma or a small area of 
hypertrophied, irritated skin which she feels 
but which may not be seen unless directly 
identified. 

The blood and lymph supplies are so pro- 
fuse and anastomoses are so free that any can- 
cer of the vulva can be considered as involving 
the entire vulva. Vulval cancer spreads par- 
ticularly early to the regional lymph nodes. 

The accompanying illustrations and selected 
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FIGURE 1. Dermatitis from x-ray therapy. 


cases demonstrate some vulval lesions and 
show why this area of the body surface fre- 
quently harbors cancers which are discovered 
relatively late. 

Figure 1 is that of a woman who has been 
subjected to x-ray therapy. If there is any 
place in the body to which one should not 
direct the beams of an x-ray machine, it is the 
skin surface of the vulva. Fibrosis in that area 
impairs skin growth and regeneration. If the 
vulva has a good blood supply, it will repair 
itself immediately and rapidly. Devitalization 
caused by chronic diseases or x-ray exposure 
will result in a degenerative type of lesion 
such as this, which is a precursor of cancer. 

Another type of lesion which, if improperly 
treated, may be a precursor of cancer is lym- 
phogranuloma venereum. 

In figure 2 the lesion resulted from chronic 
atrophic dermatitis of the vulva with leuko- 
plakia (thickening of the skin) and kraurosis 
(shrinking and closing off of the vaginal open- 
ing). Treatment of such a condition presents 
a real challenge. The patient is greatly con- 
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FIGURE 2. Chronic atrophic dermatitis with kraurosis 
and leukoplakia. 


cerned with itching, scratching and irritation, 
but a few points in her history may be helpful. 
If the itching is worse during the evening 
hours, it suggests a metabolic type of krauro- 
sis or leukoplakia vulvae, as in the case illus- 
trated. When there is obstruction to the in- 
troitus with associated dyspareunia, or when 
there is marked leukoplakia of the vulva, vul- 
vectomy is still the therapy of choice. The area 
of metabolic involvement is between the capil- 
lary tufts and the basal cell layers. This is an 
internal disease associated with avitaminosis 
and chronic irritation. 

Collagen deposition occurs in the vulva just 
below the epidermis. As the vessels enlarge 
and the basal cell layer becomes edematous. 
the patient has itching. The nerve end fibers 
of the dermis are in this vital zone of skin 
metabolism. If the patient scratches, she pulls 
up areas of the skin, and introduces infection 
beneath. In this patient it was necessary to 
operate and completely remove the vulva. We 
were able to observe the patient for 13 years. 
Four years after the operation, she had some 
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FIGURE 3. Pagetoid disease. 


leukoplakia around the rectum. As long as she 
maintained a high intake of vitamins A and 
B, with associated hydrochloric acid or glu- 
tamic acid hydrochloride to correct her achlor- 
hydria, she was all right. When she discontin- 
ued these medications, she had recurrences. 

Another type of kraurosis and leukoplakia 
occurred in a 28 year old woman who had 
just given birth to a baby. She had the same 
anatomic pathologic signs and symptoms as 
the previous patient. and yet in this case the 
condition was an external disease. Because 
she irritates her external genitalia daily. sur- 
gery will not help her at all. 

In the case of a 15 year old girl. there was 
an associated psychiatric problem. When the 
girl was removed from her mother, placed 
in the hospital, and treated only with saline 
soaks. by heat lamp, and by keeping the af- 
fected area cleansed and dry, the lesion healed. 
As soon as she went back to her mother she 
had a recurrence. This type of kraurosis and 
leukoplakia, or chronic atrophic dermatitis, 
will not respond to surgery. 

Still another lesion which may be precan- 
cerous is that of pagetoid disease (figure 3). 
This is an adenocarcinoma of the apocrine 
gland and should be excised widely. These 
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lesions are multifocal and often recur on the 
other side. Furthermore, the cosmetic result 
is better if both labia are removed. Biopsy of 
this lesion showed adenocarcinoma of the apo- 
crine gland. 

So-called Bowen’s disease (figure 4) is real- 
ly a type of intra-epithelial carcinoma of the 
vulva. This also requires wide excision. An in- 
stance of this condition occurred in a patient 
whose obstetrician made a diagnosis, in the 
office. by excising a small lesion on the vulva 
during the patient’s seventh month of preg- 
nancy. A wide excisional vulvectomy without 
lymph node dissection was done. ( By the way. 
during pregnancy the vulva is a very bloody 
area of the anatomy.) The patient carried her 
baby to term, delivered. and it has been four 
years now since her operation. She is worried 
about cancer again, because she has a polyp 
in the rectosigmoid area which will have to be 
removed. She has a right to be concerned. A 
patient who has had cancer of the vulva has 
twice the chance of having cancer elsewhere. 

A vulval polyp is not necessarily premalig- 
nant. However. this type of lesion should be 


FIGURE 4. Intra-epithelial carcinoma. 
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excised widely at the base and subjected to 
multiple sections to see if there is malignancy. 

A pigmented nevus of the type shown in 
figure 5 also should be excised widely. With 

a biopsy specimen taken only from the mid- 
dle of the lesion, the pathologist is at a dis- 
| advantage. Even with all of the lesion excised 
widely, the pathologist in the case illustrated 
wrongly identified this as a nonmalignant 
junctional nevus. The patient died four years 
later of a recurrent lesion. Melanosarcoma or 
melanocarcinoma of the vulva is very danger- 
ous. A pigmented lesion on the labia should 
be removed. It carries the same hazard as a 
nevus under the fingernails, on the soles of the 
feet. or on the palms of the hands. 

One of the most difficult types of cancer of 
the vulva developed in a 75 year old woman 
who had a low-grade squamous cell carcinoma 
of the labia involving the base of condyloma- 
tous lesions (figure 6). Wide excision is re- 
quired for a lesion of this sort. 

An even worse type of carcinoma is an 
adenocarcinoma which involves Bartholin’s 
gland. This condition causes extreme pain be- ; 
cause it involves the pudendal nerve. 


Carcinoma of the vulva is not confined to 

} older women. One patient was a 27 year old 

3 woman who had had a little wart on her vulva 

for four years. Biopsy showed the presence of 

squamous cell carcinoma of the vulva (figure 

7). For such a lesion we perform a rather ex- 

tensive type of operation (figure 8). removing 

all of the lymph nodes and the vulva in a a 
block type of dissection, preferably in a sin- 
gle procedure. By leaving the skin attached 
to the superficial nodes, there is no cutting 
across lymphatic channels. These nodes are 
removed from the bifurcation of the iliac ves- 
sels downward. The excised area is shown in . 
figure 9, and in figure 10 may be seen the re- 
sult four years later. The patient is still alive 
six years after operation. Interestingly enough. 
this patient had a little bleeding about six 
months after the vulvectomy. Biopsy of the 
cervix showed the presence of an intra-epi- 
thelial carcinoma which required hysterecto- 
ee my. This case further illustrates the fact that 
—_ — a patient who has had vulval carcinoma is 
| FIGURE 5. Melanoma. likely to have another carcinoma elsewhere. 
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FIGURE 7. Squamous cell carcinoma in a 27 year old 
woman. 


riGuRE 8. Lymph nodes and 
area of excision for vulval 
cancer, 
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Principles of Vulval Surgery 


The vulva is a very sensitive area of the 
body, and surgery is often accompanied by 
edema and severe pain. The pain, which stems 
from the edema, can be prevented by two very 
simple principles. First, sutures should not 
be placed just beneath the epidermis. Approxi- 
mation of the superficial fascia will bring the 
skin together well enough. The skin will grow 
in from the sides just as it does with an abra- 
sion on the hand. The same principle applies 
in an episiotomy. Skin and subcuticular su- 
tures which introduce a foreign body at the 
site of the nerve endings are avoided because 
they are painful. 

The second principle is to prevent pre- 
liminary edema. This can be accomplished 
readily by wrapping an ordinary ice collar 
filled with chipped ice in a sterile towel and 
applying it to the vulva for two or three hours 
in the immediate postoperative period. This 
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FIGURE 9. Specimen showing block dissection of vulva 
with lymph nodes and skin. 


is an old precept in the treatment of bruised 
tissue. Cold prevents edema. Without edema 
and without a foreign body in the subcuticular 
area, the patient usually feels very little pain. 

Another important point in vulval surgery 
is that the operator get his fingers down to the 
deepest fascia and cut perpendicularly to the 
skin. It is then possible to raise the fingers 
beneath the skin and compress the vessels un- 
til a clamp is applied before or immediately 
after cutting the vessel. This will prevent the 
loss of blood. 

Early accurate diagnosis of all venereal dis- 
eases, all ulcerative lesions of the vulva, and 
all hypertrophic lesions is essential if we are 
to find and correct early cancer. An ulcerative 
lesion that does not heal within a relatively 
short time should bring to mind the possibil- 
ity of cancer. Often the real nature of the dis- 
ease can be determined only by biopsy. Biop- 
sy of a vulval lesion is not difficult and often 
can be done in the office using local anesthesia. 

A wide, deep excisional biopsy should be 
done on all small hypertrophic ulcerative le- 
sions and on warts. All chronically infected 
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Bartholin’s glands in women past 30 should 
be removed. Bartholinectomy is not an of- 
fice procedure. However, chronically inflamed 
Bartholin’s glands in a young woman may be 
marsupialized, leaving a satisfactorily func- 
tioning Bartholin gland. This is a very sim- 
ple operation. With a bit of local anesthesia 
the area over the duct can be incised. Three 
or four small sutures in the corners approxi- 
mate the duct epithelium to the skin, leaving 
a space about as big as the end of a thumbnail 
and providing the patient with a new duct. In 
a chronically infected Bartholin gland, two- 
thirds of it is duct swelling, not glandular 
swelling. In some young patients the creation 
of a new duct for the Bartholin gland is rela- 
tively simple as compared with a bartholinec- 
tomy. However, a chronically infected Bartho- 
lin gland in a woman past 30 or 35 should 
be removed in its entirety. 

The best way to remove a Bartholin gland 
is to dissect off the upper half of it; then go 
down to the base; lift it up and dissect it out 
completely, being sure to control bleeding at 


FIGURE 10. Result four years after complete vulvectomy 
and lymphadenectomy for cancer. 
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the base. After approximating the deep tis- 
sues, apply an ice bag to prevent postopera- 
tive swelling. 

Verrucae, papillomas and nevi all should 
be excised widely and completely from the 
vulva. 

Wide excisional vulvectomy without lymph 
node dissection is indicated for intra-epithelial 
cancer (Bowen’s disease), basal cell carci- 
noma and pagetoid disease. These are multi- 
focal lesions. If the entire vulva is not excised. 
they will recur. Also, with complete bilateral 
vulval excision the results are much more 
symmetric and satisfactory to the patient. 

In performing a vulvectomy, care should 
be taken not to leave puckered scar tissue at 
the introitus, particularly at the fourchet. Con- 
tractures above the perineum may be pre- 
vented by applying the principles of Z-plasty 
in extending the vaginal epithelium over the 
denuded perineal body. 

Patients with chronic atrophic vulvitis. 
kraurosis and leukoplakia require careful con- 


sideration prior to surgery. Those with meta- 
bolic disease causing leukoplakia should be 
subjected to vulvectomy: others should be 
treated psychiatrically. There is another group 
of relatively young women who have chronic 
itching of two or more years’ duration who 
cannot be cured by any means short of sur- 
gery. They usually respond to a type of vul- 
val neurectomy, the most successful of which 
consists of parallel incisions lateral to the 
labia majora followed by undermining of the 
tissues in the fashion described by Mering of 
Pittsburgh. This operation is reserved for a 
very limited group of women who have long- 
standing pruritus vulvae. 

For the patient who has invasive carcinoma, 
complete bilateral iliofemoral lymphadenec- 
tomy with extensive vulvectomy is the treat- 
ment of choice. Like other extensive opera- 
tions for cancer, radical vulvectomy should be 
attempted only by experienced surgeons in a 
center equipped for very major operating room 
teamwork, 


66. RADIOLOGIC PITFALLS 


The commonest radiological pitfall is provoked by the radiologist’s re- 
pert. This to the majority of doctors and all laymen is infallible. It is note- 
worthy that the more skilled the radiologist the more cautious he is in stating 
his conclusions. He will report on what he sees, but he will state that his 
findings are so-and-so, and suggestive of this or that but nothing more. In 
the other and more heavily loaded scale are those who have embraced the 
specialty without adequate grounding in medicine and surgery. It is from 
these that we receive Jengthy documents detailing normal and allegedly ab- 
normal appearances, diagnoses sometimes correct and often utterly wrong, 
and, worst of all, advice as to treatment. There are still many practitioners 
who were brought up in the days when x-ray films were used but rarely ex- 
cept for surgery, and have had no experience in their interpretation. They 
are necessarily dependent on the report, but their number is steadily dimin- 
ishing. To counteract this, however. a deplorable form of officialdom has 
arisen since the inception of the National Health Service, for this seems to 
put every possible obstacle in the path of the practitioner to seeing the films 
of his patient taken at a hospital. Harassed, overworked and discouraged, it 
is not surprising that he gives up the unequal struggle. 


A. H. Douthwaite, Pitfalls in medicine, British Medical Journal, 
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Significance of Hematuria as 
an Karly Sign of Cancer of 
the Urinary Tract 


EDGAR BURNS.* SHERWIN W. MAESER,+ JAMES W. MORGAN®= 


AND MYRON FINE? 


Ochsner Clinic and Foundation and Charity Hospital of Louisiana, 
New Orleans 


Hemaruria is the 
most important symp- 
tom referable to the 
urinary tract. Most pa- 
tients who pass blood 
in the urine have 
stones, tuberculosis or 
cancer, and cancer is 
the most important of 
these conditions. The 
malignant lesions that 
involve the urinary 
tract may be situated anywhere from the renal 
cortex to the end of the urethra. The tendency 
of the various lesions to produce hematuria in 
the early stages is influenced considerably by 
their type and site. On the other hand, the 
tendency of the same type of lesion to bleed 
in the early stages is subject to wide individ- 
ual variation. At the present time. the cura- 
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bility of cancer of the urinary tract depends 
entirely on its recognition during a stage when 
it can be removed surgically. Therefore, it is 
important to assess proper value to all signs 
and symptoms that may lead to its recognition 
during this period. 

In 40 per cent of patients who pass blood in 
the urine the lesion is neoplastic. The occur- 
rence of hematuria, therefore, requires com- 
plete investigation of the urinary tract to de- 
termine whether or not a malignant lesion is 
present. Such investigations are more impor- 
tant after the first episode of hematuria than 
after any subsequent attack, since the nature 
of the lesion producing the hematuria is rec- 
ognized in an earlier stage. 

Whether the hematuria occurs in the initial 
or the terminal stage of micturition or during 
the entire period is of some value in suggest- 
ing the site of the lesion. Hematuria that is 
continuous during micturition is usually pro- 
duced by a lesion of the bladder or some part 
of the upper urinary tract. In the majority of 
cases of malignant lesions, if blood is passed 
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during the early stages of micturition, it is 
usually painless and there is nothing regard- 
ing the character of the blood to suggest its 
origin. If blood occurs only in the first por- 
tion of the voided specimen, a lesion in some 
portion of the urethra should be suspected. 
If the bleeding occurs only at the end of 
micturition, the lesion is usually in the region 
of the internal vesical orifice. 

The literature contains many reports re- 
garding the significance of hematuria in the 
early recognition of various malignant tumors 
of the urinary tract. The purpose of such re- 
ports is to review the various factors that may 
aid in the recognition of cancer in its earliest 
possible stage. 

We reviewed the records of 813 patients 
found to have cancer of the urinary tract at 
the Charity Hospital in New Orleans and at 
the Ochsner Clinic. The lesions were distrib- 
uted as follows: 107 were in the renal cortex. 
13 in the renal pelvis, 4 in the ureter, 265 in 
the bladder, 420 in the prostate, and 4 in the 
urethra. 


Tumors of the Kidney 


In adults, painless hematuria is regarded 
as the earliest sign of tumors of the renal cor- 
tex. Bleeding does not occur, however, until 
the tumor has invaded the collecting system. 
Hematuria was an early sign in only 44.5 per 
cent of our series of cases of tumor of the kid- 
ney. In the other cases, the hematuria did not 
occur until the tumor was in the advanced 
stage, and, in some cases, the hematuria was 
microscopic. In this group, hematuria was not 
an aid to early recognition of the lesion in 
more than half the cases. 

Tumors of the renal cortex in children 
have a tendency to remain encapsulated and 
rarely produce hematuria in the absence of 
some type of injury to the renal area. Such 
injury may often be insignificant. 

Tumors of the renal pelvis arise from the 
epithelial lining of the pelvis, and, because 
of their site, they have a tendency to bleed in 
the early stages in a larger number of cases 
than do those of the renal cortex. Hematuria 
occurs in approximately 70 per cent of the 
cases, and is usually painless and intermittent 
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in the early stages. It may be profuse, in which 
case clotting will occur and pain simulating 
renal colic will be produced by passage of the 
characteristic wormlike clots down the ureter. 
Tumors of the renal pelvis are not common 
since they comprise less than 10 per cent of 
all tumors of the kidney. 


Tumors of the Ureter 


Tumors of the ureter are similar histologi- 
cally to those of the renal pelvis. They arise 
from the epithelial lining of the ureter and 
cause increasing ureteral obstruction as they 
grow. Microscopic hematuria is a constant 
finding in nearly all cases, and repeated epi- 
sodes of gross bleeding occur in the majority 
of cases and usuaily in the early stages. Tu- 
mors of the ureter are rare. They constitute 
not more than | per cent of those found in the 
upper urinary tract. Four were in our series. 


Cancer of the Bladder 


Cancer of the bladder is the most important 
of the malignant tumors of the urinary tract. 
It accounts for about 3 per cent of the total 
deaths from malignant disease, a figure that 
has been fairly constant for the past 20 years. 
Gross hematuria was the initial symptom in 
slightly more than 75 per cent of the 265 
cases of tumor of the bladder in our series. 
Hematuria is painless in the early stages, and 
in the majority of cases it is rarely profuse 
enough to form clots. Pain when the bladder 
is full and frequent micturition usually indi- 
cate a reduced bladder capacity from infiltra- 
tion of the muscular coats of the bladder wall. 
and when these symptoms occur the tumor is 
no longer in the early stage. The early recog- 
nition of the lesion indicates more definitely 
the patient’s period of survival in cases of 
cancer of the bladder than it does in cases of 
other malignant tumors of the urinary tract. 
It, therefore, is important to consider the first 
episode of gross hematuria or even persistent 
microscopic hematuria as an absolute indica- 
tion for a complete urologic examination. 


Cancer of the Prostate 


Although the prostate is not primarily a 
urinary organ, diseases of this organ involve 
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the urinary tract secondarily. Prostatic carci- 
noma is the most insidious of all malignant 
tumors that involve the urinary tract. It oc- 
curs in five of every 100 men who reach the 
age of 60 years, and it is completely asympto- 
matic in its early stages. Hematuria, therefore. 
is not an aid in the diagnosis of this lesion. 
Even in the advanced stages of prostatic can- 
cer, hematuria occurs less frequently than it 
does in cases of prostatic hypertrophy. 


Tumors of the Urethra 


Initial hematuria may be a sign of tumors 
of the urethra. These tumors are four times as 
common in females as they are in males, but 
they are comparatively rare in both sexes. 
There were four cases of tumor of the urethra 
in our series; three were in female patients. 

Bleeding is often slight, and, if the tumor is 
situated distal to the external sphincter, the 
bleeding may occur independently of micturi- 
tion and may be painless. The gravity of the 
lesion may not be suspected until it becomes 
obstructive. When obstruction occurs, strain- 
ing to micturate may produce urethral pro- 
lapse, which may be a pitfall in recognizing 
the primary lesion. Since cancer is the only 
really serious cause of urethral bleeding, ap- 
propriate studies should be carried out prompt- 
ly in all cases in which such bleeding occurs. 


Comment 


Cancer of the urinary tract frequently 
reaches an advanced stage before hematuria 
occurs, and gross hematuria does not occur 
in some cases. These are disturbing factors. 
Hematuria was not an early symptom in 59 
(55.2 per cent) of the 107 cases of cancer of 
the renal cortex, in 4 (30 per cent) of the 13 
cases of cancer of the renal pelvis, and in 64 
(24.1 per cent) of the 265 cases of cancer of 
the bladder in our series. In a significant num- 
ber of cases, therefore, general physical ex- 
amination did not reveal anything that was 
incompatible with the comfort and well-being 
of the patients except the incurable malignant 
lesion of the urinary tract. These figures coin- 
cide with those reported from other medical 
centers in which large numbers of patients 
with malignant lesions are seen. 
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The fact that many malignant tumors of the 
urinary tract reach an advanced stage before 
gross bleeding occurs emphasizes the impor- 
tance of considering other means by which 
more malignant lesions can be recognized in 
a curable stage. One of these is the investiga- 
tion of patients with persistent microscopic 
hematuria, which is one of the most difficult 
urinary findings to localize. Assurance of the 
patient that no significant lesion exists can be 
given only after the urinary tract has been 
completely studied. The number of pathologic 
lesions found in patients with microscopic 
hematuria alone will be small. On the other 
hand, an early malignant lesion is important 
to the patient who has it. 

Greene, O’Shaughnessy and Hendricks' re- 
cently reported the results of a study of 500 
cases of asymptomatic microscopic hematuria. 
A lesion of great or moderate significance was 
detected in 48 (9.6 per cent) of the 500 cases. 
A malignant lesion of the kidney or bladder 
was present in 11 of the 48 cases (2.2 per cent 
of the 500 cases). In 452 (90.4 per cent) of 
the 500 cases, an insignificant lesion was pres- 
ent or no lesion could be detected. An attempt 
was made to determine the significance of 
microscopic hematuria as an indication for 
detailed urologic investigation. No criteria 
could be established whereby patients could 
be selected for urologic study in order not to 
overlook important lesions and yet not sub- 
ject each patient to complete urologic investi- 
gation. The fact that neoplastic lesions were 
found in 11 of the 500 cases studied empha- 
sizes the correctness of their conclusion that a 
thorough study of the urinary tract should 
be made in all cases of microscopic hematuria. 

Another means by which early cancer of 
the urinary tract may be recognized is to sub- 
ject a larger number of patients to urologic 
study in connection with general physical ex- 
aminations than is currently being done. An- 
nual or semiannual examinations of the heart 
and lungs, including electrocardiography and 
roentgenograms of the chest and studies of 
the gastrointestinal tract including proctosco- 
py. are usual routine procedures carried out 
as a part of the present-day practice of pre- 
ventive medicine. This is done largely on 
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patients who have no symptoms but who rec- 
ognize the importance of early detection of 
malignant as well as benign lesions. The im- 
portance of this is emphasized by the insidious 
nature of prostatic cancer, which is essentially 
a silent disease until it produces obstructive 
urinary symptoms or pain from metastatic 
lesions. When these symptoms occur, the le- 
sion is in the advanced stage. Prostatic can- 
cer at the present time has the highest inci- 
dence of all cancers in males. 

It is not suggested that a large number of 
patients in all age groups be subjected to de- 
tailed urologic investigation. On the other 
hand, a considerable amount of information 
can be obtained by the average physician 
through minimal studies of the urinary tract. 
Microscopic study of the urine is a routine 
procedure, and, if a significant number of red 
blood cells is found in the smear, the reason 
for their presence should be determined. A 
plain roentgenogram of the urinary tract, in 
addition to ruling out the presence of a stone, 
may indicate an enlarged or irregular renal 
shadow. An excretory urogram of good qual- 
ity will frequently outline a perfectly normal 
urinary tract or suggest variations from the 
normal that indicate the necessity for more 
detailed urologic investigation. This should 
apply especially to patients in the cancer age 
group. Not infrequently an asymptomatic ma- 
lignant lesion will be recognized in a curable 
stage. 

Complete urologic studies are a require- 
ment in all cases in which patients have symp- 
toms referable to any part of the urinary tract. 
An early, asymptomatic malignant lesion as- 
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sociated with a symptomatic benign lesion is 
a common finding in routine urologic practice. 
Improvement in the present mortality figures 
for cancer of the urinary tract will depend 
largely on how strictly this practice is fol- 
lowed. The ease with which urologic studies 
can be carried out by presently available meth- 
ods has largely eliminated objections of pa- 
tients to performance of such procedures. The 
correct interpretation of results of these pro- 
cedures provides the physician with accurate 
information as to the presence or absence of 
malignant lesions in the majority of cases. 

That hematuria is a symptom and not a 
disease has been repeatedly pointed out and 
is re-emphasized here. In patients who have 
hematuria, the amount of blood lost is rarely 
enough to be of clinical importance. For this 
reason, no treatment should ever be given 
until the reason for the existence of the hema- 
turia has been determined. 


Summary 


Hematuria is the most important symptom 
referable to the urinary tract. In the majority 
of cases, it is caused by stones. tuberculosis 
or cancer. About 40 per cent of patients with 
hematuria have a neoplastic lesion of the 
urinary tract. Therefore, the occurrence of 
gross or microscopic hematuria is an indica- 
tion for complete urologic investigation. It is 
also urged that more attention be given the 
urinary tract in routine physical examinations. 
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Carcinoma in Colorectal 


Polyps: The Fate of 53 
Treated Patients 


RUPERT B. TURNBULL, JR.* 


The Cleveland Clinic Foundation, Cleveland 


discuss the 
significance of cancer 
found in benign-appear- 
ing colon and rectal 
polyps. Nothing is quite 
so disturbing as to re- 
ceive a pathologist’s 
report of cancer in a 
colon polyp which was 
removed at laparotomy 
a few days earlier. 
Fear of insufficient 
treatment or of possi- 
ble metastatic node involvement is often 
enough to lead one to carry out a secondary 
resection. Cancer found in rectal polyps is 
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even more alarming, since there is then seri- 
ous consideration of removal of the rectum, 
with colostomy. It is my purpose to show that 
such fears are not grounded on experience: 
that benign-appearing polyps pursue a benign 
clinical course regardless of the histologic pic- 
ture presented. 

For many years polyps of the rectum have 
been treated by electrocoagulation without 
“benefit” of biopsy. This is still a common 
practice and a good one; yet, if we subject all 
the polyps we see to biopsy. the pathologist 
can find some histologic evidence of cancer in 
10 per cent of them. But pathologists do not 
always agree on the interpretation of the his- 
tologic section, so that reports on the presence 
or absence of cancer are variable. For instance, 
such nomenclature and descriptive terms as 
“adenoma malignum,” “atypical epithelium” 
and “marked dysplasia without evidence of 
invasion” are not clearly diagnostic and are 
confusing. More definite diagnostic terms for 
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carcinoma in polyps are “carcinoma in situ,” 
“superficial carcinoma,” “grade 1 adenocar- 
cinoma,” “focal adenocarcinoma” and “inva- 
sive carcinoma’ —all arising in adenomatous 
or papillomatous polyps. Reports of malignan- 
cy or inferred malignancy are bound to cause 
enough anxiety to start the surgeon on a 
course of positive action toward radical treat- 
ment of such lesions. 

Our experience indicates that such benign- 
appearing polyps may be treated conserva- 
tively, regardless of the histologic finding of 
cancer, and that the survival rate of treated 
patients is entirely different from that of those 
operated on for colorectal cancer. Long-term 
survival without death from recurrence or 
metastasis is the rule in benign-appearing 
lesions, while at least half the patients treated 
for colorectal cancer die within a five year 
period. Under these conditions cancer occur- 
ring in benign-appearing colorectal polyps 
should not be categorized as colorectal cancer 
and treated as such. 

In the last 18 years, more than 100 patients, 
some of whom were treated by the late Dr. 
Thomas E. Jones, have been treated for polyps 
containing carcinoma. They presented them- 
selves with large or small benign-appearing 
polyps. The endoscopist viewed the polyps as 
such and, with few exceptions, treated them 
locally. They were variously described as flat 
or pedunculate, reasonably soft, movable and 
not ulcerated. These patients have been fol- 
lowed closely to determine whether or not they 
died from local recurrence or metastasis. Ex- 
cluded from this series are patients with frank 
ulcerating cancers, and those with familial 
polyposis, as well as benign-appearing polyps 
associated with carcinomas in the immediate 
region or located above it. The report at this 
time is concerned with the fate of the first 54 
patients, who were followed from 4 to 15 years 
after treatment. The ultimate course of all of 
these patients is known except one, who could 
not be traced after he had been observed for 
six years. 

The polyps ranged in size from 1 to 8 cm. 
For the most part they were pedunculate, but 
some were sessile and diffuse and were of the 
villose type. In each instance there was definite 
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TABLE 1 
ANALYsIs OF DEATHS 
PATIENT | AGE poate CAUSE OF DEATH 
R. B. | 74 | 9 Carcinoma, kidney 
E. G. 80 | 12 Coronary occlusion 
W. Me. 7 10 Cerebral hemorrhage, 
carcinomatosis 

G. B. 66 8 Cirrhosis 

F. B. | 76 14 Cerebral hemorrhage 
H. M. | 65 7 Coronary occlusion 
M. S. 55 1 Multiple myeloma 


histologic evidence of cancer, i.e., carcinoma 
in situ or superficial carcinoma (invasion of 
the lamina propria). In 11 cases there was 
definitely invasive carcinoma in respect to the 
muscularis mucosae. 

The rectal polyps were ablated by coagula- 
tion with or without radon seeds and occa- 
sionally by snare. Colon polyps were simply 
removed by colotomy. Of the 54 patients, 
eight were subjected to resection of the rectum 
or colon because the polyp was too large for 
local treatment. It is of interest that in the 
lymph nodes recovered from the mesenteries 
of these specimens, no metastases were found. 

There were slightly more males than fe- 
males, while the average age of treated pa- 
tients was 56 years. In five of the group the 
polyps were located in the sigmoid colon, and 
in the remaining 49 they were in the rectum. 

Of 54 treated patients followed from 4 to 
15 years, 47 were alive and well, without evi- 
dence of recurrence or metastasis; however. 
one has not been accounted for after his sixth 
year of observation. Seven patients have died. 
It is of interest that 16 of the 47 living pa- 
tients were treated between 10 and 15 years 
ago, while 13 have been observed from 5 to 
10 years. The deaths are analyzed in table 1. 
Information in each case has been supplied 
by the family physician or our records. It is of 
particular interest to note that in only one case 
(W. Mc.) is there any question of metastasis. 
Autopsy was not performed, but masses of 
neoplasm were palpable in the abdominal cav- 
ity at the time of death which resulted from 


POSTGRADUATE MEDICINE 


\ 
‘ 
4 
Ye) 
4 
} 
¢ 
| 
t 
|_| 


cerebral hemorrhage when the patient was 78 
years old. Although it seems rather unlikely 
that 10 years following treatment, these masses 
represented metastasis from a previously 
treated polyp containing adenocarcinoma, the 
possibility must be considered, nevertheless. 
The remaining six patients died of causes other 
than metastasis or recurrence. In view of the 
long-term survival, the histologic findings of 
carcinoma in benign-appearing colorectal 
polyps cannot be viewed with alarm, nor can 


67. DISEASE HAZARDS IN AGRICULTURE 


one conscientiously employ the principles of 
radical surgery for their treatment. 

Decision for local treatment lies principally 
with the endoscopist. It is a decision that only 
a person with extensive experience can make. 

The survival of this group of patients with 
cancer occurring in benign adenoma suggests 
that such cancer rarely metastasizes, that local 
treatment is sufficient for cure, and that car- 
cinoma arising in benign-appearing polyps is 
quite a separate entity from colorectal cancer. 


A number of bacterial diseases are associated with agricultural work. 
Brucellosis, or undulant fever, is thought to be the most common one, but 
reliable statistics are lacking. It is not likely that all brucellosis is correctly 
diagnosed or that all diagnosed cases are reported. One factor contributing 
to the incidence of brucellosis is that rather than call upon a veterinarian, 
many farmers themselves vaccinate cattle and thereby risk accidental infec- 
tion. Other diseases of significance on farms include anthrax, erysipeloid, 
leptospirosis, tularemia, bovine tuberculosis, and various forms of salmo- 


nellosis. 


By occupation, the farmer is exposed also to viral and rickettsial diseases, 
including equine encephalomyelitis, psittacosis, Q fever, and Rocky Moun- 
tain spotted fever. There is a long list of mycotic diseases, of which actino- 
mycosis and histoplasmosis are examples. A number of parasitic diseases 


also are potential farm hazards. 


Henry N. Doyle, Occupational health on farms, Public Health Report, 


February 1957, pp. 145-148 


68. ORNITHOSIS FROM TURKEYS 


The most recent outbreak of ornithosis in domestic fowl occurred in 
Oregon in March 1956. Infection was recognized at two turkey-breeding 
farms near Portland. To date some 50 to 60 human cases have been attrib- 
uted to contact with these diseased turkeys. Two observations made during 
the Oregon outbreak which had not been seen in either the New Jersey or 
Texas investigations were the occurrence of cases among farm workers who 
had only limited contact with the live birds and the extreme infectiousness 
of aerosols which can be generated during rendering plant operations. It 
was found that aerosols in a rendering plant which ground carcasses of dis- 
eased birds infected workmen far removed from the actual operation. 
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J. H. Scruggs, Ornithosis, Public Health Report, February 1957, pp. 173-174 
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DIAGNOSTIC CLINIC 


The Painful Shoulder 


ANTHONY F. DePALMA* 


Jefferson Medical College, Philadelphia 


The functional anato- 
my of the shoulder 
joint and the many en- 
tities which may affect 
this region are poorly 
understood, and _ there- 
fore many conditions 


involving the shoulder | 
are misdiagnosed. The i 
problems I shall discuss 
are more or less con- 
troversial, and by ap- 
proaching them with 
some sense of logic | will try to provide a rea- 
son for their existence. | will also try to outline 
a method of management and, above all, a 
means of arriving at an intelligent diagnosis. 
The two problems which, in my mind, give 
the greatest trouble in regard to the painful 
shoulder are (1) the role of the biceps tendon 
in precipitating the so-called frozen shoulder 
and (2) the diagnosis and management of a 
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torn rotator cuff, a condition which is com- 
mon in industry. 

Dr. Allen Miller of Cleveland has been kind 
enough to arrange to have several patients 
here who represent these problems. | will ask 
him to give us a brief history of each case. 
and then I shall point out the pertinent clini- 
cal features, arrive at a diagnosis, and finally 
try to show the pathogenesis of the lesion. 


Frozen Shoulder 


DR. MILLER: This young woman was first 
seen in May 1951, when she complained of 
pain and stiffness in the left shoulder. There 
was no history of injury, and the condition 
had a gradual onset. Examination revealed 
marked limitation of motion of the left shoul- 
der in all degrees. She showed pain especially 
during rotation and abduction, and the diag- 
nosis of frozen shoulder was made. She re- 
ceived physiotherapy consisting of heat and 
active assisted exercises, and instruction in 
exercises to perform by herself. In six or seven 
months, shoulder motion returned and the 
pain disappeared. 

She was next seen in December 1955 when 
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she suffered a whiplash injury to the cervical 
spine in an automobile collision. Examination 
at that time showed little wrong with the shoul- 
ders. She had free range of motion without 
pain. However, pain and stiffness developed 
subsequently in the right shoulder. ( Original- 
ly she had received treatment because of a 
frozen left shoulder.) We have been able to 
control the pain, but marked limitation of 
motion persists. 

DR. DE PALMA: This case typifies a common 
clinical entity, and the history contains the 
pertinent features. There was trauma to the 
shoulder; but, more importantly, there was a 
lesion which caused pain and restricted the 
shoulder girdle. Any lesion which restricts the 
glenohumeral joint can precipitate a frozen 
shoulder, whether the lesion is in the shoul- 
der region or distant from it. 

At the onset, the patient usually experiences 
pain in certain arcs of motion. The arcs com- 
monly involved are those of dorsiflexion and 
internal rotation and abduction and external 
rotation. | am sure that many times such a 
patient has said to you, “I can’t comb my 
hair” or “I can’t get my hand in my back 
pocket.” The reason is that in trying to do 
these things he stretches the biceps tendon, 
causing pain. 

As time goes on, certain pathogenic proc- 
esses occur in the capsule and in the surround- 
ing soft tissue because of the limited shoulder 
motion, and eventually the result is a frozen 
shoulder. By realizing that a frozen shoulder 
has many gradations, we can interrupt the 
whole pattern in many instances. Complete 
loss of motion in the glenohumeral joint char- 
acterizes the end stage; the patient is unable 
to raise his arm from his side without moving 
the scapula. This young woman is able to move 
her arm 10 or 15 degrees before her scapula 
comes into play. Her shoulder is not com- 
pletely frozen: she still has some motion, but 
for all intents and purposes she has a frozen 
shoulder. She cannot rotate the arm external- 
ly nor does she have any internal rotation. 

The most important feature in a case of 
frozen shoulder is the site of the pain. It is 
not over the entire joint capsule or over the 
acromion or over the greater tuberosity: it is 
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over the biceps tendon and the sulcus. I em- 
phasize that point because with relief of the 
pain in the bicipital area the shoulder would 
gradually become normal. But the patient does 
not move the arm because motion initiates the 
pain precipitated by the biceps tendon. 

Nature cures these shoulders by fixing the 
biceps tendon to the groove. We have observed 
this finding in many instances when we have 
operated on these patients. The biceps tendon 
is anchored in the groove, first by fibrous ad- 
hesions and eventually by a bony process. 
When that happens, the pain is gone. The 
young woman just presented is now in such a 
state: in other words, as a result of fibrosis 
the biceps tendon is being anchored to the 
humerus and to the sulcus. She is having less 
and less pain. Eventually the tendon will be 
completely adherent, and then the pain will 
disappear completely and she will begin to 
use her arm normally. One often reads in text- 
books that if you wait long enough the patient 
with a frozen shoulder eventually will get bet- 
ter. But we must remember that this process 
may take six months, a year or even 18 
months—and I have seen cases requiring as 
long as five years. It is our job to try to 
shorten that period. 

What can we do for this patient? In the 
early stages of frozen shoulder, there exists an 
acute inflammatory process in the biceps ten- 
don which causes the pain, and every measure 
should be taken to reduce the inflammation. 
Limiting the are of motion achieves this best. 
Do not force the patient to move the arm be- 
yond the painless are. Encourage him to move 
the arm, but always within the painless arc. 
He should not attempt to bring the arm up 
above the horizontal external position or to 
bring it in the posterior internal position. 

Next we can prescribe simple measures of 
physical therapy. The most important of these 
is wet heat. All the diathermy, x-ray and ultra- 
sonic therapy that you can give these patients 
is of no avail. Wet heat gives the best results. 
administered as repeated hot compresses for 
half an hour several times a day. 

The administration of HYDROCORTONE® is 
helpful. An injection of 1 cc. is made into the 
glenohumeral joint, and 1 cc. into the tendon 
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FIGURE 1. Bicipital tenosynovitis. Hyperemic, swollen 
biceps tendon. 


FIGURE 2. Biceps tendon appears normal at left, but rais- 

ing the tendon reveals supertubercular ridge. (From 
so : DePalma, A. F.: Surgery of the Shoulder. Philadelphia 
and Montreal, J. B. Lippincott Company, 1950.) 


17.39% 7.3% 2.1%, 


FIGURE 3. Drawings depict the percentages of the various 
heights of intertubercular sulci in 100 specimens. (From 
: Hitchcock and Bechtol: J. Bone & Joint Surg. 30-A :263, ricuRE 4, Shoulder joint, second decade of life; normal. 
1948.) (From Instruction Course Lectures, 1949, vol. VI, p. 256.) 


FIGURE 5 (left). Shoul- 
der joint, fourth decade 
of life: marked thick- 
ening of tendon and 
formation of villi. 
(“Surgery of the Shoul- 
der.”’) 


FIGURE 6 (right). Shoul- 
der joint, sixth decade. 
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sheath. The best way to give it is as follows: 
Using a syringe containing 2 cc. of Hydro- 
cortone, insert the needle through the bicipital 
sulcus and then enter the joint; inject 1 cc.;: 
withdraw the needle, and inject 1 ce. in the 
tendon sheath. About 85 to 90 per cent of 
these patients will respond to such treatment 
if it is given over a period of from six to 
eight weeks. 

This young woman has a frozen shoulder 
and a lot of fibrosis, and she needs help. Even- 
tually her shoulder will become normal, but 
we can help her by means of a little traction 
and enforced exercises—but never manipula- 
tion. I always like to cite an experience I had 


FIGURE 8. Osteophytes and excres- 
cences have obliterated the groove 
completely. (“Surgery of the 
Shoulder.) 


FIGURE 7. Shoulder joint. 
seventh decade. (“Surgery 
of the Shoulder.”) 


when I conducted an experiment in manipulat- 
ing these shoulders under vision. I manipu- 
lated about 23 frozen shoulders under vision 
and | saw what happened. In every instance 
the capsule just splintered and tore. The sub- 
scapularis muscle was torn; there were large 
rents within the capsule. In two cases I frac- 
tured the shaft of the humerus, and in three 
| ruptured the biceps tendon. The latter pa- 
tients were the only ones who got better; na- 
ture anchored the tendon to the groove, and 
then the patients recovered rapidly. 

There are many reasons why the biceps ten- 
don is so vulnerable to injury, and figures 1 
through 9 illustrate some of them. 
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Figure 1 shows a biceps tendon which was 
removed at operation. The tendon is hyper- 
emic and swollen. Many persons still do not 
believe that such a lesion exists or that they 
can make the diagnosis. 

A congenital lesion may be responsible. In 
many instances what is known as a super- 
tubercular sulcus is present which tends to 
lever the biceps tendon out of place and sub- 
luxate it, and in many cases to dislocate it 
completely. In the specimen in figure 2, you 
will note that the biceps tendon seems to be 
situated very well in the tubercular sulcus and 
in the groove. However, on raising the tendon 
one finds that it is not in the groove at all but 
is resting on a supertubercular ridge and on 
a bed made for it by the subscapularis ten- 
don. The instability of that tendon is readily 
apparent. 

There are many anatomic reasons for dis- 
placement of and trauma to tendons. Figure 
3 depicts the great variation in the height of 
the intertubercular sulcus. The drawings rep- 
resent 100 specimens and give the percentages 
of the various heights. Those in the lower row 
total about 26 per cent, and in these the 
groove on the inner aspect does not measure 
more than 45 degrees: trauma or excessive 
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FIGURE 9. Osteophyte lying 
in groove; tendon defect 
apparent. (“Surgery of the 
Shoulder.” ) 


activity can displace these tendons quite 
readily. 

Degenerative processes also account for ten- 
don vulnerability. In figure 4 you are looking 
directly into a shoulder joint; if you took out 
the humeral head you would see the glenoid 
cavity and the biceps tendon directly above it. 
This specimen represents the second decade 
of life, and there are absolutely no changes in 
this joint. However, by the fourth decade 
many changes have taken place, as you can 
see in figure 5. The shoulder degenerates very, 
very rapidly. Note the marked thickening of 
the tendon and the villi forming. Figures 6 
and 7 illustrate the severe changes that have 
occurred by the sixth and seventh decades of 
life, respectively. 

Figure 8 demonstrates other changes which 
occur in the groove, in the form of osteo- 
phytes and excrescences. Here the groove is 
completely obliterated, and one can readily 
see that the tendon will deteriorate very rap- 
idly. In figure 9 there is an osteophyte lying 
in the groove. A tendon defect is demonstrable 
directly over the osteophyte. An individual 
with such a defect will have trouble. 

About 8 to 10 per cent of cases of frozen 
shoulder fail to respond to conservative meas- 
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ures, and surgery is necessary. The biceps 
tendon is stapied to the shaft of the humerus, 
thus eliminating the tendon sheath mechanism 
and getting rid of the pain. Afterward the pa- 
tients are encouraged to begin using the arm, 
and within 10 to 12 weeks the function should 
be completely restored. 


Torn Rotator Cuff 


There are two types of tears of the rotator 
cuff, incomplete or partial and complete. Be- 
fore describing them further, | want to ex- 
plain what I mean by a tear of the rotator cuff. 
The rotator cuff comprises the subscapularis, 
supraspinatus, infraspinatus and teres minor 
muscles. These muscles all blend with the cap- 
sule and insert into the humeral head. They 
are responsible for creating a fulcrum so that 
the deltoid can abduct the arm. If they do not 
function, the arm cannot be raised from the 
side. We must forget the old concept that the 
supraspinatus muscle will abduct the arm at 
the beginning of abduction. The only act that 
the supraspinatus performs is to work in uni- 
son with the rest of the muscles of the rotator 
cuff to create a fulerum. When the fulcrum is 
created, by anchoring the head of the humerus 
against the glenoid cavity the arm can come 
up by the action of the deltoid muscle. 

As a result of degenerative changes such as 
| have described, many of these muscles be- 
gin to pull away from their insertion very 
early in life, usually around the fourth decade, 
and in the fifth decade most shoulders will 
have various degrees of tears. 

If the rotator cuff is partially torn from its 
insertion but the tear has not perforated the 
entire thickness of the cuff, the lesion is an in- 
complete or partial tear. If the perforation 
traverses the entire thickness of the cuff, it is 
a complete tear. 

Does a complete tear of the rotator cuff 
mean that the patient is unable to abduct his 
arm? No! We have demonstrated time and 
time again both at operation and at autopsy 
that patients with complete tears of the rota- 
tor cuff are able to abduct the arm forcibly 
without trouble. That is a very important point 
to remember, because it means that it is not 
necessary to repair all tears of the rotator cuff 
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surgically; in practice only about 10 to 12 per 
cent come to surgery. 

Before taking up the decision as to treat- 
ment of a torn rotator cuff, I will ask Dr. 
Miller to present the next patient. 

DR. MILLER: A month ago this 51 year old 
truck driver sustained an injury to his right 
shoulder while descending from the cab of 
his truck. In coming down, his right arm grad- 
ually became abducted as he held onto the 
support with his right hand. He felt something 
tear and “pop” in his shoulder. Since then 
he has been having difficulty with it, but he 
has continued driving his truck. 

DR. DE PALMA: When a severe shoulder in- 
jury causes a complete tear of the rotator 
cuff or an accentuation of a small tear already 
present, severe pain and muscle spasm ensue. 
Immediately after the injury it is impossible 
to determine whether the factor responsible 
for loss of abduction is a severe tear or muscle 
spasm. In a few days the muscle spasm sub- 
sides and the pain diminishes. If the tear is 
not extensive, the patient gradually will begin 
to use the arm, and in most instances strong 
abduction power will return within four to six 
weeks and, finally, complete, painless function 
will be restored. When the tear is so great that 
the fulerum is inadequate or absent, then 
there are varying degrees of weak abduction 
or there may be complete loss of abduction. 
For instance, this man has some abduction 
power of the affected shoulder, but he cannot 
hold his arm up against resistance, which 
means that the fulerum is inadequate. 

If powerful abduction has not returned in 
four to six weeks following an injury to the 
rotator cuff, it is not wise to wait any longer. 
The tear is too great and it must be repaired. 

If this patient waits two, three or four more 
months, it will be too late. The degenerative 
changes will have reached a level where there 
will be practically no cuff to repair. 

DR. MILLER: The next patient is a 63 year 
old man. He was thrown to the ground when 
an automobile climbed a curb and struck him 
as he stood on the sidewalk. His left knee was 
injured, and he suffered lacerations of the left 
wrist when he landed on his left arm. Subse- 
quently he found that he was unable to use 
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FIGURE 10. Normal rotator 
cuff, second decade of life. 
(‘Surgery of the Shoul- 


FIGURE 1]. Rotator cuff, 
fourth decade; partial tear. 
(“Surgery of the Shoul- 


FIGURE 12. Rotator cuff, fifth decade; incom- FIGURE 13. Rotator cuff, fifth decade; thick- 
plete tear. (“Surgery of the Shoulder.”) ness of cuff greatly diminished. (“Surgery 
of the Shoulder.”) 
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FIGURE 14 (left). Almost 
complete tear of rotator cuff. 
(“Surgery of the Shoulder.”) 


FIGURE 15 (right). Complete 
tear of rotator cuff. (“Sur- 
gery of the Shoulder.”) 


FIGURE 16. Extensive tear of 
rotator cuff in 72 year old 
patient; degenerative process. 
(“Surgery of the Shoulder.”) 


FIGURE 17. Photograph illus- 
trating complete loss of ab- 
duction power. 
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his left shoulder, and he complained of pain. 

DR. DE PALMA: In this case there is such a 
large tear of the rotator cuff and so much loss 
of fulcrum action that the patient cannot raise 
his arm at all. That is the typical picture of a 
complete tear of the rotator cuff. He does not 
abduct the arm one degree. Any attempt to 
abduct it causes the deltoid to pull the arm up 
and shrug the shoulder. He has no fulcrum at 
all. If there is no evidence of abduction power 
after four to six weeks of conservative man- 
agement, exploration and repair are in order: 
it is not wise to wait longer than that. 

Remember, however, that most of these 
patients will recover if given a chance. Some 
90 per cent of them will, so let us not fail to 
give them a fair trial of conservative treat- 
ment. At one time, every supraspinatus tear 
was repaired and the results were excellent, 
but many of those patients would have recov- 
ered if they had been left alone. 

Figures 10 through 17 illustrate the find- 
ings in tears of the rotator cuff. In figure 10 
you note that the humeral head has a nice 
smooth contour and there are no changes in 
the cuff. This is an example of the normal 
findings in the second decade of life. 

Figure 11, a specimen from a patient in the 
fourth decade, depicts a partial tear of the 
rotator cuff. The perforation has not traversed 
the entire cuff. Figure 12 shows extensive 
changes in the fifth decade; again, however, 
the tear is incomplete. In the specimen in fig- 
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ure 13, the thickness of the cuff is becoming 
greatly diminished; this photograph also rep- 
resents the fifth decade of life. 

The tear of the rotator cuff shown in figure 
14 is almost complete, but a few remnants re- 
main. Figure 15 shows a complete tear. Inci- 
dentally, this patient did not have loss of ab- 
duction; the remaining portion of this cuff 
was sufficient to stabilize the arm. The patient 
represented by figure 16, however, had com- 
plete loss of abduction, and you can see the 
extensive tear he had. There was no history 
of trauma in the latter case, by the way; this 
is a degenerative process in a patient 72 years 
of age. 

Figure 17 illustrates the typical findings | 
described earlier, a patient with complete loss 
of abduction power. 


Conclusion 


| have summarized briefly the diagnosis 
and management of frozen shoulder and torn 
rotator cuff. Emphasis is placed on the fact 
that there is such an entity as bicipital teno- 
synovitis; it is usually diagnosed as bursitis, 
and one should look for it. 

Restoration of function will occur without 
surgical repair in about 90 per cent of cases 
of torn rotator cuff. If the cuff is so severely 
torn that abduction power will not return, the 
physician must decide promptly to repair it. 
because quick action is the only way one can 
save the patient’s power of abduction. 
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Surgical Management of 
Benign Lesions of the 
Lower Esophagus 


PAUL NEMIR, JR.* 


University of Pennsylvania Graduate 
School of Medicine, Philadelphia 


Beappraisat of the 
surgical management 
of lesions of the lower 
part of the esophagus 
recently has been ne- 
cessitated. Just a few 
years ago, resection of 
the lower part of the 
esophagus was widely 
carried out for a vari- 
ety of lesions of both 
a cancerous and non- 
cancerous nature. As a result of this wide- 
spread use of resection, the serious compli- 
cation of regurgitation esophagitis following 
destruction of the esophagogastric junction 
mechanism has constituted one of the most 
difficult problems with which surgeons deal. 


PAUL NEMIR, JR. 


*Department of Surgery and Harrison Department of Surgical Re- 
search, University of Pennsylvania Graduate School of Medicine, 
Philadelphia, Pennsylvania. 

Presented before the forty-first annual Assembly of the Interstate 
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While one has not much choice in dealing 
with carcinoma of the esophagus, the man- 
agement of benign lesions constitutes another 
problem. With these latter lesions, much care 
must be exercised in the type of procedure to 
be employed if surgeons are to combat this 
problem of regurgitation esophagitis success- 
fully. It is for this reason that a reappraisal 
of the surgical management of these benign 
lesions is so important, and this presentation 
is related to that phase of the problem. I shall 
discuss four of the common benign lesions of 
the lower part of the esophagus and shall con- 
sider the therapy that is now being employed. 
Those lesions are: (1) diaphragmatic hernia, 
(2) diverticula of the esophagus, (3) acha- 
lasia of the esophagus, and (4) regurgitation 
esophagitis. 


Diaphragmatic Hernia 


Although four anatomic groups of this con- 
dition, namely, the congenital short esopha- 
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gus, the sliding hiatus hernia, the parahiatus 
or para-esophageal hernia and the mixed type 
of hernia, are recognized, in my experience the 
congenitally short esophagus has been rarely. 
if ever, encountered. Considerably more than 
90 per cent of these lesions are of the sliding 
type or the parahiatal type. 

The patients’ symptoms vary considerably 
and may or may not be related to the size of 
the hernia. The symptoms may be due to any 
or all of the following causes. 

1. The hernia may be so large that it acts 
as a space-occupying mass behind the heart, 
which may be displaced or rotated on its base. 
The patients complain of a cardiac type of 
pain which may closely simulate the pain of 
angina pectoris. Various cardiac arrhythmias 
may occur. 

2. When a large hernia is distended by ac- 
cumulation of gas in the herniated stomach, 
the esophagus passing downward to the abdo- 
men over the surface of the sac can be tem- 
porarily obstructed. The patient then com- 
plains of intermittent dysphagia. 

3. The hernia may bleed and cause anemia, 
or a typical gastric uleer may occur. Hemor- 
rhage may not infrequently be quite severe 
and even exsanguinating. In about 30 per cent 
of the cases observed at the Graduate Hospital 
of the University of Pennsylvania, melena and 
anemia have been major complaints. Perfora- 
tion of the ulcer occasionally occurs. 

4. With the loss of the normally function- 
ing esophagogastric junction mechanism, re- 
flux esophagitis with its attendant sequelae of 
substernal burning pain, hemorrhage, perfora- 
tion and stenosis with dysphagia may occur. 

5. The sac and the omentum inside of it 
can cause obstruction or strangulation, al- 
though this rarely occurs. 

It is, of course, well known that many peo- 
ple have a diaphragmatic hernia which is 
either entirely asymptomatic or only minimal- 
ly symptomatic. The difficulty lies in deter- 
mining which patients should be submitted to 
surgical correction of the defect. It is un- 
doubtedly an extremely common lesion. The 
roentgenologists at the Graduate Hospital of 
the University of Pennsylvania believe that 
proper roentgenologic examination of the up- 
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per part of the gastrointestinal tract will dis- 
close a hiatus hernia in 15 to 20 per cent of 
all cases. We have operated only on those pa- 
tients having severe intractable symptoms or 
on those in whom complications, such as hem- 
orrhage, perforation, ulceration and esophagi- 
tis, have proved to be a factor. We have felt 
that operation should be carried out in cases 
in which esophagitis is a complication of a 
hiatus hernia, since it has been our experience 
that correction of the defect has resulted in 
alleviation of the esophagitis and its sequelae. 

Much has been written about the relative 
merits of the abdominal and the thoracic ap- 
proaches. We have chosen to individualize 
each case rather than to employ any hard and 
fast rule although, in general, we prefer the 
thoracic approach. In our hands, an approach 
through the left side of the chest has allowed 
for easier delineation of the hernia and for a 
more accurate repair of the defect. Particular- 
ly is this true in obese patients and in those 
with a wide thoracic cage. We feel that the 
repair of the right crus of the diaphragm be- 
hind the esophagus may be much better per- 
formed from above than from below. 

It has been pointed out by advocates of the 
abdominal approach that any other intra- 
abdominal lesion cannot be dealt with if the 
thoracic approach is used. We agree that this 
is true, but it should be stressed that we do 
not operate on the patients until all other 
causes for their complaints have been ruled 
out. Of course, if such factors as a duodenal 
or gastric ulcer are to be dealt with in con- 
junction with the diaphragmatic hernia, the 
approach is made from below. 

The fundamental considerations in the re- 
pair of these lesions are the reduction of the 
hernia, the repair of the defect with sutures 
between the aorta and the esophagus, and fixa- 
tion of the stomach below the hiatus. We have 
almost invariably been able to deliver the 
stomach below the diaphragm. The exceptions 
to this statement have been cases in which per- 
foration of an ulcer in the herniated portion 
of the stomach has occurred with much inflam- 
matory shortening of the esophagus and inti- 
mate adherence of the cardiac portion of the 
stomach to the surrounding areas. 
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In general, it has been possible to replace 
the stomach subdiaphragmatically and to re- 
pair the hiatus both behind and in front of the 
esophagus. An ulcer may be present in the 
herniated portion of the stomach. The ulcer 
is a true gastric ulcer, and it tends to become 
fixed to the preaortic region just below the 
hilus of the lung. It is difficult to demonstrate 
preoperatively by roentgenologic examina- 
tion, although it is possible that some residue 
of barium may stick in the ulcer and become 
apparent if the patient is turned into the face- 
down position and screened from the side. 

In treating the ulcer, it is not always neces- 
sary to do a partial gastrectomy, which adds 
to the severity of an already difficult proce- 
dure, but it is easier and sufficient to do a 
sleeve resection of the stomach if the ulcer is 
mobile, or to leave the base of the ulcer un- 
disturbed and to do a local excision if the 
parts are fixed. This opinion is based on a 
belief that the ulcer is in some way due to the 
hernia, and, if the hernia be cured. the ulcer 
should not recur. Moreover, if the ulcer does 
recur, the hernia will at least have been cured 
and the ulcer can then be managed on ortho- 
dox lines. 


Diverticula of the Esophagus 


Diverticula of the esophagus have been en- 
countered with increasing frequency in recent 
years, primarily because of the increased em- 
ployment of roentgenologic studies of the gas- 
trointestinal tract as part of a more thorough 
examination of patients. 

There are three types of esophageal diver- 
ticula, and, although two of them are not 
situated at the lower end of the esophagus, 
they should be mentioned briefly because of 
divergence of opinion as to the treatment. 

Pharyngo-esophageal diverticula— Appar- 
ently a point of weakness exists in the mus- 
culature of the intestinal wall posteriorly, 
between the oblique fibers of the inferior 
constrictor of the pharynx and the circular 
muscle stratum of the upper part of the esopha- 
gus. As a result of periodic increase in intra- 
luminal pressure and possibly inco-ordination 
of the contraction and relaxation of the sphinc- 
ter mechanism during deglutition, a hernia- 
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tion of mucosa, muscularis mucosa and submu- 
cosa occurs. Progressive dysphagia, regurgi- 
tation with intermittent tracheal spillage, and 
consequent pneumonitis increase in severity in 
direct proportion to the size of the sac. Dys- 
phagia is the most common complaint of the 
patients, and the swelling actually may be 
noted in the neck when the sac is filled with 
food and fluid. Obstruction of the esophagus 
may occur owing to angulation of the herni- 
ated sac. 

At present, there is general agreement that 
surgical extirpation of the diverticulum is the 
method of choice, and the only major con- 
troversial issue is concerned with the advan- 
tages and disadvantages of the one stage or 
two stage type of resection. In general, at 
the present time, we practice the one stage re- 
moval of these diverticula. We feel that hos- 
pitalization is moderately shortened and that 
the morbidity and mortality are essentially no 
different. This procedure is made more fea- 
sible by the use of antibiotics, although there 
may come a time in the future when the or- 
ganisms will be resistant to the antibiotics 
and necessitate a return to the two stage pro- 
cedure. The two stage procedure has certainly 
not been discarded, and we believe that it has 
definite indications. Particularly is this true 
in cases in which debilitated individuals have 
very large diverticula. We feel that it is much 
safer to do a first stage procedure and elevate 
the sac in order to allow dependent drainage. 
and allow the patient to be built up for a few 
days by oral alimentation before the second 
stage of the procedure is performed. 

Traction diverticula—The next most fre- 
quent point at which diverticula may occur is 
the region of the bifurcation of the trachea. 
In this vicinity, where lymph nodes and lym- 
phatics are abundant, the diverticulum is usu- 
ally the result of extra-esophageal inflammatory 
disease rather than internal pressure.’ Acute 
and chronic inflammatory changes in the adja- 
cent lymph nodes, particularly tuberculosis 
with subsequent fibrosis and contraction, pro- 
duce focal traction diverticula. The sac usu- 
ally is on the anterior aspect of the esophagus, 
is small and funnel-shaped, and because of the 
fixation of the tip of the diverticulum it does 
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not occupy a dependent position. For this rea- 
son, there is little tendency toward accumula- 
tion and retention of food with their subse- 
quent evils, and the diverticulum is rarely 
symptomatic. If and when symptoms occur, 
they are usually related to the disease process 
that produced the diverticulum originally. A 
periesophageal sinus or esophagotracheal, 
bronchial or esophagopleural fistula may en- 
sue. Surgical treatment of these conditions is 
directed toward the complication and_ will. 
therefore, not be discussed further. 

Pulsion or epiphrenal diverticula of the low- 
er third of the esophagus—Diverticula of the 
lower third of the esophagus, like those of the 
pharyngo-esophageal junction, are thought to 
be due to internal pressure with herniation of 
the mucous membrane through presumably a 
weak area in the muscular wall, and are, there- 
fore, termed pulsion diverticula. They are situ- 
ated in the terminal portion of the esophagus 
just above the diaphragm and are compara- 
tively rare. The pouch orifice is usually situ- 
ated posterolaterally, more often to the right 
than to the left. As the pouch enlarges it tends 
to assume a more dependent position and pro- 
duces distortion and angulation of the esopha- 
gus. Thus, during deglutition, food may be 
directed into the pouch rather than along its 
normal course. Although cardiospasm has been 
associated in a number of the cases, there is 
little evidence that it is of etiologic signifi- 
cance. The diverticula at this site may be the 
seat of inflammatory changes, ulceration, per- 
foration and hemorrhage. Owing to the re- 
sulting esophagitis and the angulation of the 
esophagus, stricture of the esophagus distal 
to the orifice of the diverticulum is not an in- 
frequent finding. 

Procedures that have been employed in the 
treatment of these diverticula fall into the fol- 
lowing categories: (1) anastomosis between 
the sac and stomach, (2) excision of the sac, 
(3) diverticulopexy, (4) inversion of the sac, 
and (5) resection of the lower part of the 
esophagus including the diverticulum and car- 
dia of the stomach followed by esophagogas- 
trostomy. 

On the basis of our experience, ‘as well as 
an analysis of the various methods of surgical 
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treatment, it appears that the excision of the 
diverticulum followed by closure of the defect 
in the esophagus is the method of choice. Such 
a procedure permits removal of the lesion and 
restoration of normal anatomy and function, 
thus achieving the ideal objective of surgical 
therapy. If marked stricture formation is pres- 
ent in the esophagus distal to the diverticulum, 
it will then be necessary to proceed with a re- 
section of the segment of esophagus including 
the diverticulum, followed by esophagogas- 
trostomy to restore continuity. 


Achalasia of the Esophagus 


Achalasia or cardiospasm represents one 
condition in which solidification in surgical 
thinking has occurred. A multitude of opera- 
tions have been proposed for this distressing 
condition. In recent years, there has been 
rather general adoption of a single procedure 
in the usual case. 

The disease is generally seen in middle- 
aged and elderly individuals, although it does 
occur in children. In 86 per cent of a large 
series of cases which we have studied, the 
chief complaint has been dysphagia. The pain 
is situated substernally and may be of a burn- 
ing or sharp nature. Usually, this distress 
was more manifest on the ingestion of solid 
foods, and the patients often learned to force 
food through by taking large volumes of warm 
liquids or carbonated beverages. Regurgitation 
is common, and, when one considers the tre- 
mendous size to which the esophagus may 
become dilated, it may be seen that large 
amounts of fluid and food particles may be 
sequestrated. Weight loss and inanition have 
been observed frequently, and the loss has 
ranged between 5 and 85 lb. in our series 
of cases. A number of the patients have been 
referred with a diagnosis of carcinoma of the 
esophagus. Pain has been a major feature of 
the clinical picture in about 35 per cent of 
the cases. It is situated substernally and occa- 
sionally is referred to the back or around each 
costal margin. It has been burning in charac- 
ter or else has manifested itself as a cramp or 
spasm. 

Roentgenologic examination will reveal the 
characteristic dilatation and smooth conic 


POSTGRADUATE MEDICINE 


| 
4 
} 
‘a 
| 
= J 
|_| 


narrowing of the terminal portion of the 
esophagus. Although the diagnosis is usually 
readily apparent from the roentgenologic ex- 
amination, there have been occasions when 
an organic narrowing of the terminal portion 
of the esophagus could not be excluded. In 
these situations, Seidlitz powders are given the 
patient to swallow. If the narrowing is func- 
tional in origin, the barium will pass rapidly 
through the narrowed portion into the stom- 
ach following ingestion of the powders. If the 
obstruction is organic in nature, no alteration 
occurs following the ingestion of the powders. 
Our roentgenologists consider this maneuver 
to be infallible. 

A feature that has not been generally rec- 
ognized in this group of patients is the fre- 
quent occurrence of respiratory complications 
due to a spillage from the esophagus. Such pul- 
monary complications as pneumonitis, bron- 
chitis. bronchiectasis and actual lobar con- 
solidation have occurred in about 10 per cent 
of our patients. 

About 70 to 75 per cent of the patients 
having achalasia of the esophagus may be 
quite satisfactorily treated by a conservative 
regimen. Proper diet and occasional dilata- 
tion may be all that is necessary in this group. 
However, about 25 to 30 per cent will require 
surgical treatment. In the past, many types of 
operations have been tried for the relief of 
this condition. Almost uniformly, however, 
these operations have resulted in a destruc- 
tion of the esophagogastric junction mecha- 
nism. As a result, regurgitation esophagitis 
with its sequelae of stenosis, hemorrhage and 
perforation was almost an invariable compli- 
cation. The results of these types of operations 
were almost uniformly unsatisfactory. 

About eight years ago, we began to use 
esophagocardiomyotomy, originally recom- 
mended by Heller. At present, this operation 
is generally held to offer by far the best re- 
sults. A further advantage of the operation is 
that it is of considerably less magnitude than 
some of the previous procedures that have 
heen used. Actually, the modified Heller opera- 
tion or extramucosal esophagocardiomyotomy 
may be performed through either the abdo- 
men or the chest. We have, in general, pre- 
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ferred to use the abdominal approach unless 
there has been some question about whether 
an organic obstruction was present. 

The cardio-esophageal junction is exposed 
by mobilizing the left lobe of the liver. The 
peritoneal reflection about the esophageal hia- 
tus is divided and the lowermost thoracic por- 
tion of the esophagus is delivered into the ab- 
domen by traction. A longitudinal incision is 
then made in the anterior part of the esopha- 
geal wall down to the mucosa. The edges are 
separated allowing the mucosa to bulge out- 
ward, and the incision is then prolonged across 
the cardia. The incision is approximately 2.5 
in. in the esophagus and about 1 to 1.5 in. in 
the cardia. We pay particular attention to the 
division of some small transverse arteries that 
lie on the mucosa of the cardia, since free 
bulge of the mucosa will not be satisfactorily 
obtained unless these vessels are divided. 

Some surgeons have recommended that the 
esophageal muscle be separated up to as high 
as the inferior pulmonary ligament, but we 
have not felt this to be necessary. It is also 
probably unwise to cut down too far on the 
cardia since, by doing this, some of the mus- 
cle fibers of the sling which lie in this area 
may be severed. These muscle fibers pass 
from the lesser curve posteriorly around the 
esophagogastric junction and back on to the 
front of the stomach. By their contraction. 
these fibers not only produce the gastric path- 
way but accentuate the angle between the 
greater curve and the esophagus. Barrett sug- 
gested that one reason why the cardia remains 
competent after the operation devised by 
Heller is that the sling is left intact. 

The operation is rapidly accomplished and 
patients are allowed to begin oral feedings be- 
tween 24 and 48 hours after operation. By the 
time of their dismissal from the hospital on 
the ninth or tenth postoperative day, they are 
taking a regular diet. Our results in about 35 
cases in which the patients have been followed 
for one to seven years have been very satis- 
factory. Relief of dysphagia has occurred in 
every one of the cases. Approximately 80 per 
cent of the patients have had a good to excel- 
lent result and are now taking a full diet with- 
out any difficulty whatsoever. Complications 
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of a mild to moderate nature have developed 
in the remaining 20 per cent, and these have 
been discussed in detail elsewhere. Actually. 
92 per cent of the patients may be classified 
as having obtained a satisfactory result. In 
those patients who did not obtain a good re- 
sult, regurgitation esophagitis was invariably 
found to be present. Although regurgitation 
occurred in almost 100 per cent of the cases in 
which esophagogastrostomy procedures were 
done, it has occurred in only about one-half 
of the cases in which the Heller operation was 
performed. This undoubtedly accounts for the 
better results with this type of procedure. 

We have recently added pyloromyotomy or 
pyloroplasty to the esophagocardiomyotomy. 
The reason for doing this is that in some of 
the previous cases in which regurgitation 
esophagitis occurred, we found evidence of 
delay in emptying at the pyloroduodenal area. 
Therefore, with the hope of increasing gastric 
emptying, pyloromyotomy has been added to 
the procedure. Whether this will prove to be 
of benefit must await a longer follow-up study. 
It would seem, however, that this is quite ra- 
tional. and it does not appreciably add to the 
procedure. 


Esophagitis 


One of the most difficult problems with 
which the internist or surgeon has to deal is 
regurgitation esophagitis. Our initial interest 
in this problem came about as a result of a 
study of cases of achalasia of the esophagus 
in which various types of operative procedures 
were carried out at the esophagogastric junc- 
tion. It was found that esophagitis almost in- 
variably occurred after certain types of drain- 
age procedures. It soon became apparent from 
numerous clinics that esophagitis was the most 
frequent and severe complication following al- 
most any type of surgical procedure at the 
esophagogastric junction. 

There are two and possibly three factors 
which appear to be related to the production 
of regurgitation esophagitis: (1) an incom- 
petency at, or destruction of, the esophago- 
gastric junction mechanism, (2) a reflux of 
gastric juice into the lower part of the esopha- 
gus, and (3) the presence of ectopic gastric 
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mucosa in the esophagus. I have discussed 
three of the situations which lead to an in- 
competency of the esophagogastric junction 
mechanism, namely, diaphragmatic hernia, 
diverticula and achalasia. An associated dia- 
phragmatic hernia is present in more than 85 
per cent of cases of esophagitis. A fourth 
situation must now be added. During the past 
15 years, coexistent with the great strides 
made in anesthesia and preoperative and 
postoperative care, many operations have been 
done on the lower part of the esophagus. both 
for malignant and for benign lesions. While 
immediate results of these operations were 
gratifying, long-term follow-up studies have 
revealed the almost invariable accompaniment 
of esophagitis with its resulting complications 
of stricture, hemorrhage and perforation. In 
some cases, the complication has developed 
rapidly after operation; in others, it has de- 
veloped over a period of months or years. 
The recognition of this major cause of esopha- 
gitis has represented the greatest single ad- 
vance in the management of this condition. 

Reflux or regurgitation of gastric juice— 
The term peptic esophagitis has been applied 
to inflammation of the lower part of the 
esophagus resulting from regurgitation, since 
it is felt that the reaction is the result of con- 
tinuous transcardiac reflux of a highly acid 
peptic secretion. Hyperacidity of the regurgi- 
tant fluid is present in the majority of cases. 
However, it must be pointed out that a nor- 
mal gastric acidity is not infrequently pres- 
ent, and in some cases there is even an absence 
of free hydrochloric acid. It is probable that 
some component other than the acid is the 
offending agent in the regurgitant gastric juice. 

Perhaps of equal significance to the incom- 
petency or destruction of the esophagogastric 
mechanism is the problem of gastric stasis or 
obstruction at the pyloroduodenal area. This 
may actually represent an important factor in 
the esophagitis occurring in conjunction with 
duodenal ulceration. 

Significance of ectopic gastric mucosa in the 
esophagus—This is a highly controversial 
point, but there is accumulating evidence that 
islands of gastric tissue may indeed be pres- 
ent in the lower part of the esophagus and pro- 
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duce sufficient gastric juice to cause inflam- 
mation and stenosis. 

Treatment—Evaluation of any form. of 
treatment must take into accouni the erratic 
course of the disease before irreversible fibro- 
sis occurs. Spasm superimposed on organic 
changes and often precipitated by emotional 
stimuli accounts for the acute obstruction and, 
presumably, edema may have a similar effect. 
Diet and antispasmodics should, of course, be 
the initial form of treatment. In those cases 
in which mechanical relief is necessary. bou- 
gienage is naturally the treatment which first 
should be used in all cases after the diagnosis 
has been established. 

Surgical treatment should be considered if 
hougienage fails, if there is severe hemorrhage. 
or if there appears to be risk of penetration of 
an ulcer. If the presence of carcinoma cannot 
be excluded, or if the patient is averse to 
repeated bougienage, resection is indicated. 
When there are the associated conditions of 
which I have spoken, namely, diaphragmatic 
hernia, diverticula or achalasia, correction of 
these abnormalities will in most cases result 
in an alleviation of the esophagitis. It is par- 
ticularly for this reason that we feel that re- 
pair of a diaphragmatic hernia should be car- 
ried out without delay if there is evidence of 
esophagitis. 

With respect to the surgical management 
of ulceration of the esophagus in conjunction 
with duodenal ulcer, it is our feeling that sub- 
total gastrectomy as recommended by Wan- 
gensteen is a rational procedure and in our 
own hands, although our experience has been 
limited, it has been satisfactory. Subtotal gas- 
trectomy accomplishes two things. In the first 
place, it decreases the gastric acid and the 
amount of gastric secretions bathing the lower 
part of the esophagus to the incompetent car- 
dia, and also, and probably of equal impor- 
tance, it facilitates gastric emptying. Just as 
in the esophagus, there does not necessarily 
need to be an organic obstruction at the pyloro- 
duodenal area, but the obstruction may be 
functional and secondary to the spasm and 
edema, and occur as a result of the duodenal 
ulceration. After this procedure. esophageal 
dilatation may still be necessary, but it is cer- 
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tain that it will have more chance of succeed- 
ing under these circumstances. 

Resection of the esophagogastric junction 
should be used as a last resort. Stricture and 
stenosis of a severe nature will respond sur- 
prisingly well to bougienage. Resection of this 
area is indicated only in cases of complete 
organic obstruction at the esophagogastric 
junction and in cases in which improvement 
in the benign lesions does not occur after re- 
peated bougienage. If resection of the lower 
part of the esophagus and esophagogastrostomy 
are performed, regurgitation esophagitis with 
its attendant sequelae almost invariably can 
be anticipated. If it is necessary to perform 
this procedure, however, and particularly if 
there is an associated duodenal ulcer, some 
type of drainage procedure at the pyloroduo- 
denal area should be carried out. Gastric emp- 
tying may be improved in this condition by 
the performance of a pyloromyotomy or py- 
loroplasty or even a gastroenterostomy. Al- 
though esophagitis still occurs after these types 
of drainage procedures, there is general agree- 
ment that it is less severe. It should be remem- 
bered that the obstruction at the pyloroduo- 
denal area need not necessarily be due to the 
ulceration alone, but may occur secondary 
to the vagotomy accompanying the esophago- 
gastrostomy. 

There are other alternatives to esophago- 
gastrostomy which are being carried out and 
have promise of markedly decreasing the inci- 
dence of postoperative esophagitis. One may 
mention jejunal interposition as advocated by 
Merendino and his associates.* Regardless of 
the type of procedure which may be chosen, 
the operation for medically intractable stric- 
tures will be doomed to failure unless all of 
the involved esophagus is removed. A second 
stricture at the anastomotic site is almost sure 
to occur if the anastomosis is carried out in 
diseased esophageal tissue. 


Summary 


Unless great care is taken in the manage- 
ment of patients with benign lesions of the 
lower part of the esophagus, the complications 
of surgical procedures may be as severe as the 
original condition itself. We strongly feel that 
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in cases in which a diaphragmatic hernia has 
been intractable to a medical regimen, or in 
which perforation or hemorrhage has occur- 
red, or associated esophagitis is present, re- 
pair of the diaphragmatic hernia should be 
carried out. We feel that diverticula of the 
lower part of the esophagus which are symp- 
tomatic or are associated with esophagitis also 
should be removed. We feel that all patients 


tion, we feel that there is a great deal to offer 
the patient. Once esophagitis develops, there 
can be no single method of treatment, but the 
ultimate therapy will depend on many inter- 
related factors. 
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69. DIAPHRAGMATIC HIATAL HERNIA 


Diaphragmatic hiatal hernia, which is far more common than many 
physicians realize, accounts for many cases of chronic, intermittent and 
recurring “indigestion.” Occasionally, a patient may be able to identify the 
onset of symptoms with some physical exertion, such as lifting a heavy 
object: more frequently, the onset is insidious. The characteristic complaints 
are a sensation of fullness in the epigastrium, pressure behind the lower 
sternum after eating, indigestion with regurgitation of undigested food 
particles, and, in some instances, “heartburn,” reflux of the acid contents 
of the herniated portion of the stomach into the esophagus. 

Complete obstruction may occur abruptly when enough of the stomach 
is forced through the hiatal orifice to occlude the gastric lumen. The patient 
usually has severe epigastric and retrosternal pain, frequently radiating to 
the left shoulder, with nausea and vomiting of all food and fluids which he 
attempts to swallow. Occasionally, the acute obstruction is caused by inges- 
tion of a bolus of meat which will yield to the application of digestants, as I 
have related previously. 

The diagnosis is readily confirmed by barium studies. A Levin tube is 
passed and, after the accumulated food and fluids are washed out, barium 
is injected through it. 


Duane Carr, Intrathoracic emergencies in the aged, 
- Geriatrics, January 1957, pp. 1-6 
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An Ophthalmologist 
Looks at the Diabetic 


GEORGE S. TYNER 


Denver 


Ew clinical practice. 
the ophthalmologist is 
often only an interested 
bystander in the man- 
agement of a diabetic. 
He may become useful 
in establishing a diag- 
nosis, in evaluating the = 
progress of the disease, 
and finally in the treat- ~ 
ment of the late ocular GEORGE S. TYNER 
complications. More 

recently, however, he has made some basic 
contributions to the knowledge of the patho- 
genesis of the ocular manifestations and the 
basic concept of the disease. 

Each year the sum total of ophthalmic lit- 
erature pertaining to the problem is evaluated 
in various annual reviews. One of the most 
complete reviews, by Maumenee,' summarized 
the contributions by ophthalmologists and 
others from 1855 to 1953. He pointed out that 
ophthalmologists have been interested in dia- 
betes since diabetic retinopathy was first rec- 
ognized in 1855. The first accurate clinical 
description of classic diabetic retinopathy was 
made in 1877. The ocular manifestations were 
not clearly distinguished from those of hyper- 
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tension, atherosclerosis and renal disease until 
years later, and are still confused since there 
is often coincidental occurrence of these dis- 
eases. It was not until 1935 that it was re- 
ported that the occurrence of retinal vascular 
abnormalities in 2000 cases of diabetes was 
proportional to the duration rather than to the 
severity of the disease. 

Much clinical and laboratory investigative 
work has been directed toward discovering the 
fundamental cause of retinal and other vascu- 
lar degenerative lesions so prone to occur in 
diabetics. The relationship between control of 
hyperglycemia and acidosis and the occur- 
rence of diabetic retinopathy is still not clear- 
ly understood. There is evidence to suggest 
that retinal vascular disease in diabetics is not 
caused solely by hyperglycemia, but also is 
related to some other endocrine dysfunction. 
Other investigators have shown what appears 
to be a direct relationship between the inci- 
dence of diabetic retinopathy and hypergly- 
cemia without acidosis. It has been recognized 
for some time that a diabetic state with retinal 
lesions can be induced by the administration 
of corticosteroids. Some clinicians feel they 
have proof that the vascular degenerative com- 
plications of diabetics occur less frequently if 
patients are permitted to maintain a state 
of slight hyperglycemia. 

Despite the controversy as to the etiology 
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and pathogenesis of diabetic retinopathy, there 
seems to be general agreement among clini- 
cians that retinopathy occurs more frequent- 
ly and with greater severity in patients with 
severe, poorly controlled diabetes than in pa- 
tients with well-controlled diabetes. 

In recent years, ophthalmologists have 
pointed out that the earliest and basic lesions 
in the retina are minute capillary aneurysms. 
It has also been shown that the majority of 
patients with these lesions of diabetic retinop- 
athy have Kimmelstiel-Wilson lesions in the 
kidney at autopsy. The in vitro staining char- 
acteristics of retinal capillary aneurysms and 
the hyalinized globular nodules in the kidney 
in intercapillary glomerulosclerosis are similar. 

Volk,* in a recent article, admitted the 
analogy but emphasized that the two lesions 
have some basic differences. A diabetic may 
have the specific capillary microaneurysms in 
the retina without associated renal lesions. The 
reverse is not true. The retinal lesion may oc- 
cur early in the disease, whereas the complex 
of Kimmelstiel-Wilson disease is a late mani- 
festation. Volk denied that actual microaneu- 
rysms have been clearly demonstrated in the 
renal lesion. Basically, he believed that the 
retinal hyalinized nodule develops around a 
true microaneurysm, whereas the renal nodule 
develops around dilated glomerular capillaries. 


Clinical Signs of Diabetic Retinopathy 


The development of clinical signs of dia- 
betic retinopathy has been summarized as: 

1. The appearance of one or more punctate 
red spots (microaneurysms) in the perimacu- 
lar area of the retina. 

2. Punctate hemorrhages in same region. 

3. Solid waxy yellowish exudates with 
sharply defined edges distributed irregularly 
in the central portion of the retina near the 
macula and optic disk. These exudates later 
coalesce as irregular masses. 

4, Cotton wool or fluffy, ill-defined exu- 
dates appear with the advent of hypertension. 

5. In young diabetics, the primary lesion 
often consists of saccular, beadlike irregular 
dilatation of the retinal veins. In older dia- 
betics, venous dilatation usually occurs much 
later in the disease. At the same time, mullti- 
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ple thrombi may appear and be accompanied 
by vascular occlusion and large hemorrhages. 

6. The final state of diabetic retinopathy is 
characterized by recurrent vitreous hemor- 
rhages, organized clots and proliferating bands 
which produce retinal separation. Major vas- 
cular occlusions frequently lead to secondary 
glaucoma. 


Treatment of Diabetic Retinopathy 


The treatment of diabetic retinopathy in 
both the early and late stages is disappoint- 
ing. Good general control of the diabetes prob- 
ably provides the best method of preventing 
this disastrous complication. Numerous meth- 
ods of treatment have been introduced, but to 
date none has stood the test of time. Among 
the more recent suggestions for treatment are 
the use of heparin or DICUMAROL®, carbazo- 
chrome (ADRENOSEM® ), trypsin, methylandro- 
stenediol, LIPOLIQUID® (containing choline. 
inositol and vitamin B,.), roentgen therapy 
for proliferating retinitis, and, most recently. 
adrenalectomy or hypophysectomy. 

Schimek,” in a preliminary report, has sum- 
marized the rationale for the latter treatment. 
There is evidence to substantiate the belief 
that increased adrenal function accompanies 
and may be an important factor in causing the 
onset of diabetic retinopathy. The pituitary 
body has likewise been shown to exert an 
important role in the origin and course of 
diabetes. Since removal of the hypophysis 
cerebri reduces adrenal function and since the 
hypophysectomized patient is a more easily 
managed patient than the adrenalectomized 
patient, hypophysectomy is considered the bet- 
ter. procedure by some authors. This radical 
type of treatment is still experimental and of 
unproved value. 

At the present time, the ophthalmologist 
can do little but treat the complications and 
provide visual aids. Patients with vision as 
low as 20/200 can be fitted with optical de- 
vices that enable them in many instances to 
read ordinary print and see the calibrations on 
their insulin syringes. Careful evaluation of 
the fundal changes may prove of value to the 
clinician in judging the effectiveness of con- 
trol and progress of the disease. 
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Other Ocular Complications of Diabetes 


Although diabetic retinopathy is the prin- 
cipal concern of ophthalmologists in the con- 
sideration of diabetes, many other ocular com- 
plications may occur. Chiefly these are: 

1. Changes in the lens—True diabetic cata- 
ract is seen only in the juvenile diabetic and 
is characterized by the appearance of perma- 
nent snowflakelike opacities in the lens. Other 
lens opacities may occur during diabetic coma. 
The latter are probably due to dehydration 
and disappear after a normal fluid balance is 
established. 

Cataract changes of the ordinary senile type 
occur at a much earlier age in diabetics than 
in nondiabetics. As in retinopathy, the devel- 
opment of senile-type cataract bears less rela- 
tionship to the severity of the disease and 
possibly to its control than to the duration. 

2. Weakness of accommodation or focus- 
ing power—Occasionally, there is complete 
paralysis of accommodation. This is most often 
sudden in onset and unilateral. 

3. Changes in refraction—As the blood 
sugar concentration changes, there may be an 
induced hyperopia with decreased blood sugar 
or induced myopia with increased blood sugar. 

4, Aneurysms of the conjunctiva and neo- 
vascularization of the iris. 

5. Clouding or wrinkling of the posterior 
portion of the cornea—This can only be ob- 
served by slit lamp examination. 

6. Optic neuritis—Diabetics are probably 
more prone to have neuropathies with involve- 
ment of the optic nerve than are nondiabetics. 

7. Optic atrophy may develop as a result 
of widespread arteriosclerotic changes. 

8. Ocular muscle palsies occasionally occur 
and are usually self-limited—They are as- 
cribed to neuritis of the third, fourth and sixth 
cranial nerves or to vascular lesions in the 
midbrain. 


Visual Prognosis of the Diabetic 


Cordes,’ in 1952, wrote an extensive arti- 
cle dealing with the ocular manifestations of 
diabetes and the visual prognosis of the dia- 
betic. In it he pointed out that diabetic reti- 
nopathy with its sequelae and cataract are the 
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two principal causes of visual loss. Cataract is 
the less serious because it is readily treated by 
surgical extraction with a high percentage of 
success. With good control of the diabetes and 
avoidance of hypoglycemia by overdoses of 
insulin on the day of operation, the surgical 
prognosis is just as good in the diabetic as in 
the nondiabetic. The only limiting factor is 
the extent of the retinopathy. 

From the standpoint of vision, the ultimate 
prognosis of diabetic retinopathy is poor. In 
spite of treatment, once it has started it tends 
to be progressive. With early detection of dia- 
betes in the young and with strict and ade- 
quate management of the disease, a patient 
may go through a normal life span with a 
minimum of degenerative change. Under these 
circumstances the visual prognosis for juve- 
nile diabetics need not be too bad. The same 
conclusions may be made concerning the 
adult. Numerous recorded cases can be cited 
in which no serious visual impairment has oc- 
curred in 30 years of life of a well-controlled 
diabetic patient. Such excellent control by 
both the patient and physician, unfortunately, 
is not the general rule in the population at 
large. There are, however, enough statistics to 
suggest that it can be done. 

Cordes* pointed out further that consider- 
ing the over-all picture, with the variations in 
management and cooperation on the part of 
the patient, it can probably be stated that the 
young diabetic who survives 20 years is very 
likely to have a severe form of retinopathy 
with serious loss of vision. The adult who sur- 
vives 20 years with the disease will almost 
certainly have retinopathy, but the retinal 
process will be less severe and progress more 
slowly than in the juvenile diabetic. Since the 
disease in the adult usually begins in the fifth, 
sixth and seventh decades, only about 40 per 
cent survive long enough for severe retinop- 
athy to develop. 
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Psychoneurosis; Structure, 


Origin and Treatment 


ERNST HAASE* 


University of Illinois College of Medicine, Chicago 


Psy cHuoneurosis or 
simply neurosis is a 
condition of nervous 
tension which mani- 
fests itself in a variety 
of emotional reactions 
and physical symptoms. 


Emotional 
Reactions 


ERNST HAASE 


Examples of emo- 
tional disturbances are 
excessive worrying, moodiness, weariness, 
mental fatigue, restlessness and _ irritability. 
Lack of self-confidence is associated with feel- 
ings of insecurity, inadequacy and frustration, 
and a conviction of personal failure. Deep- 
rooted anger and resentment, guilt feelings, 
anxiety and fear hold key positions. A serious- 
minded college student, commenting on his 
neurotic predicament, described his feelings 
in these words: “I feel guilty of my past, 
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ashamed of the present, and apprehensive of 
the future.” 

Painful self-consciousness lies at the basis 
of many psychoneuroses. Many young persons 
are uneasily aware of their shortcomings, of 
real or imagined personality defects, of appear- 
ance and posture. Hairdo, complexion, height. 
figure, or size and shape of specific ornamen- 
tal parts of the body are matters of great con- 
cern. Lack of poise, poor achievements in 
sports or dancing, or difficulty in self-expres- 
sion may cause social embarrassment, diffi- 
dence and anxiety. A poor social status also 
may contribute to uneasiness and shyness. 

Self-conscious persons experience stage 
fright when called on to address an audience: 
a simple recital or an after-dinner speech spells 
agony. They obviously suffer from an inferi- 
ority complex. They depend too much on rec- 
ognition and praise, are too eager to please 
and much too hesitant to take risks. They are 
on guard constantly. Their main concern is 
their impression on other people, and they are 
oversensitive to criticism and possible rejec- 
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tion. They are always defensive, as if they may 
betray some hidden weakness or some secret 
in their background, real or illusional; a mor- 
bid fear of being “found out” hardly ever 
leaves them. 

Specific fears or so-called “phobias” may 
develop, and such persons may work them- 
selves readily into a hysterical fit or state of 
panic. Great tension and unbearable suspense 
culminate in a deadly fright and an almost 
uncontrollable drive to run away or do some- 
thing senseless. Being in open places may 
cause fear, especially when they are far from 
home: these persons are like children lost in 
the woods. Others are frightened by great 
heights or are afraid to join large crowds. 
There are those who display an anxious sensa- 
tion of being “keyed up” or “fenced in” when 
confined to closed spaces. For them, a haircut 
is an ordeal; they cannot ride in cars, trains 
or airplanes, or sit through a performance un- 
less they occupy a seat at the aisle. 

It appears that these persons dread being 
tied down for a procedure over which they 
have no control. They simply must be in com- 
mand of situations. Some shy away from fu- 
nerals and circumvent cemeteries. They are 
afraid of ghosts in the dark and are haunted 
by skeletons in the closet. 

All frightened and insecure persons con- 
stantly need reassurance and consolation. 
Doubt and distrust beset them. Again and 
again they have to satisfy themselves that ev- 
erything is all right, that they have nothing to 
fear. Before going to bed they check many 
times to make sure the doors are locked, the 
gas is shut off, and the windows are fastened. 

Some compulsive elements color almost all 
neuroses, but some patients suffer especially 
from obsessive thoughts and impulses. They 
feel compelled to follow some specific behavior 
pattern or ritual—to count steps or write down 
names, to touch objects in a special manner, 
and to reiterate certain actions such as wash- 
ing their hands, changing clothes or repeating 
meaningless or profane sentences. Kleptoma- 
nic and exhibitionistic impulses also come un- 
der this category. Among the most unhappy 
patients are those who suffer a specific mental 
anguish: suddenly, without apparent provoca- 
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tion, “bad thoughts” pop into their minds and 
torment them. They are afraid such thoughts 
may lead to pernicious acts and that they may 
harm someone, especially a loved one, al- 
though actually they never will. 

All these persons have some basic quali- 
ties in common. They are emotional, often 
sentimental persons, capable of intense inner 
experiences of pleasure and pain, passion and 
suffering. Mostly they tend to be pessimistic 
and to entertain dire forbodings. They always 
anticipate disaster. In fantasy they cross in- 
numerable bridges they may never reach in 
reality. They never tire of finding things to 
worry about. As one elderly lady haltingly 
remarked, “You know, Doc, all my life I have 
been the worrying type: lately I’ve stopped 
worrying: that worries me.” People of this 
kind harbor fears of poverty, sickness and 
death. They die a thousand frightful deaths 
during their lifetime, although they are well 
aware that real death comes only once and 
may be only a painless biologic standstill or 
even a welcome release. 

If the apprehensions center mainly around 
their health, these persons are likely to be- 
come hypochondriacs. Fears of heart disease, 
cancer, epidemics, and losing their mind pre- 
vent their enjoying life. Yet their favorite 
reading matter consists of health columns and 
obituaries. They apparently are irresistibly at- 
tracted by the morbid. Persons who tell you 
they faint on seeing blood are the first to run 
to the scene of an accident and stare at the 
sad sight. 

Unfortunately, most patients are more im- 
pressed and influenced by one bad and fright- 
ening suggestion than by a score of good and 
consoling facts. If a physician unintentionally 
instills some fear into a patient’s mind by giv- 
ing him the impression that he found some- 
thing not quite right with his heart, subse- 
quent reassurances by specialists and a dozen 
normal x-rays and electrocardiograms will not 
erase the harm done by the first examiner. 
Such a patient usually requires a long period 
of psychotherapy before he will accept the 
good news. 

A piano teacher in her mid-thirties with a 
life history of hard work and only occasional 
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glamour introduced herself to the psychiatrist 
with a bitter smile as “Veronica, the sweater 
girl.” She wore 12 sweaters and carried three 
spares in a shopping bag. This was her story: 
When an unhappy, whirlwind marriage ended 
in divorce, she went to California for a sum- 
mer vacation. She caught a slight cold and 
immediately consulted a prominent lung spe- 
cialist. After a thorough examination he gave 
her a clean bill of health and dismissed her by 
saying, “Good-by, Veronica, take care of your- 
self.” As she walked down the hall to the ele- 
vator, it occurred to her suddenly that he must 
have had some reason for telling her to take 
care of herself; apparently he had found some- 
thing wrong with her lungs that he had not 
disclosed to her. So she started taking care of 
herself. With every change of the weather she 
changed the number of her sweaters, aver- 
aging between 10 and 15. Soon she did not 
dare go out, and she stopped giving piano les- 
sons, her only source of income. She hung 
thermometers and barometers in every room 
and listened to every weather report so that 
she could adjust the number of sweaters in 
time. A pain between her shoulder blades 
would throw her into a panic; a draft brought 
on cold perspiration. 

Her recovery was rather quick, however. 
On New Year’s Eve of the same year she was 
able to go to a party attired in a daring formal 
dress, with only a light silk jacket in her hand 
“just in case.” She remained in fine condition 
for nine years. Then, with the breakup of her 
second marriage she became very despond- 
ent and nervous. She developed a phobia for 
dust, dirt, germs and mice, and was constantly 
plagued by guilt feelings that she might have 
offended someone with a casual, inconsiderate 
or indiscreet remark. This time her recovery 
took much longer. But, to her own amazement, 
inclement weather no longer bothered her; she 
kept her appointment on one of the coldest 
days of the year and braved the blizzard with 
only one sweater. 

Some of these persons who indulge in every 
sort of imaginary or exaggerated fear often 
function surprisingly well when confronted 
with real test situations; then they may dis- 
play outright courage. A so-called neurotic or 


390 


hysterical woman who fears darkness, thunder. 
lightning, underpasses and boat rides may be 
the one who gets up at night when a burglar 
breaks into the house, while her “normal” 
husband takes cover under his blanket. 

Many neurotic persons recognize the ab- 
surdity of their complexes. They know their 
apprehensions are unfounded, their worries 
senseless, that they “have nothing to fear but 
fear.” But they are unable to control their 
anxiety. Their behavior reminds one of the 
mannerisms of a multitude of apparently sane 
and intelligent citizens who have all sorts of 
superstitions—who believe in magic, knock 
on wood, wear amulets and charms, believe in 
lucky numbers, carry mascots, avoid being 
the thirteenth at a party, and definitely dislike 
black cats crossing their paths. Consequently 
it is not always easy to draw a sharp line be- 
tween normal and psychoneurotic reactions. 

Man, being part of nature and also bound 
to his environment, is subjected to biologic 
necessities and demands for social adapta- 
tion. At the same time, however, he is able to 
transcend the limitation of nature and society 
through reason, consciousness and _ spiritual 
power. Everyone faces the discrepancy be- 
tween desire and attainment, hope and fulfill- 
ment, dreams and reality; contrasting princi- 
ples such as impulse and self-control, reason 
and sentimentality, self-preservation and self- 
denial, love and aggression, loyalty and rebel- 
lion confront all of us. Inevitably he must ex- 
perience conflicting situations and ambivalent 
feelings leading to nervous tension, insecurity 
and anxiety. Without conflicts, life would be 
without color and challenge. Thomas Mann 
once wrote: “The truth is that life has never 
been able to do without the morbid. Life is 
not prudish, and it is probably safe to say that 
life prefers a thousand times more a creative, 
genius-bestowing disease to prosaic health.” 

Even quite stable individuals may react tem- 
porarily to extreme physical and mental strain 
with “battle fatigue.” Especially when the 
pressure is lasting, repeated and relentless, 
escape into a neurosis may be inevitable. 
Many of us who have been lucky enough to 
pull safely through many trying and threaten- 
ing situations have just been fortunate in that 
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we were granted enough breathing spell to 
recover from one blow before the next one 
struck. Everyone has a breaking point. Many 
persons have looked down on neurotics until 
they themselves lost their nerve. 

Although anyone can experience overwhelm- 
ing emotional and nervous tension stronger 
than all reasoning in very critical situations, 
there is a difference between the reaction of 
the stable person and that of the neurotic in- 
dividual. Normally, such aggravations are not 
kept in mind endlessly, and are not rehashed 
and perpetuated; in time the stable person 
reconsiders them, judiciously sizes them up, 
shrugs them off and finally forgets them. In 
contrast, the neurotic cannot help indulging 
his worries. He tends to magnify his problems 
and dramatize issues. He carries his defeats 
with him as some persons carry grudges in- 
definitely. He waters the weeds in his garden 
instead of the flowers. He is a seasoned collec- 
tor of unpleasant memories, failures and dis- 
appointments, and nourishes bitterness, resent- 
ment and hatred. The world has failed him 
and owes him something. He hardly ever can 
forget and seldom can forgive. He is his own 
best enemy, furiously battling himself. Some- 
times he may settle for a truce, but never for 
peace; soon he will resume hostilities. 

In many respects these persons are perfec- 
tionists. “All or nothing” seems to be their de- 
vice. They are not only conscientious, scrupu- 
lous, orderly and neat; they are overconscien- 
tious, meticulous, exacting and immaculate to 
the point of being narrow, small and fussy. 
Virtue and weakness are close neighbors. 
These persons are very hard to satisfy; they 
are basically discontented, “disgusted” with 
everybody and themselves. They entertain pre- 
conceived ideas as to how things should turn 
out and how people should react to them, and 
feel personally hurt, perplexed and distressed 
when the results are otherwise. Therefore, one 
sometimes cannot help but feel that behind the 
facade of a so-called inferiority complex there 
lurks a bearing of superiority. The great im- 
portance which the neurotic attaches to every- 
thing that concerns himself, the dead-serious- 
ness of his complaints, and his tendency to 
bring himself always into the picture betray 
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his egotism. Vanity, self-love, false pride and 
conceit are frequent drives beneath a neurosis. 
We are reminded of the striking concept of 
“hubris” in the ancient Greek myths. The pa- 
tients toy with lofty goals; they are tempted 
to challenge the gods. Indulgence in guilt feel- 
ings over minor human failings and unwill- 
ingness to accept forgiveness for themselves 
serve their self-aggrandizement. Compromise. 
forbearance and acquittal are not compatible 
with their unbending standards. 


Physical Manifestations 


The physical manifestations of nervous ten- 
sion are also called psychosomatic symptoms. 
They may imitate true physical disorders of 
organic origin. They can appear as headaches, 
dizziness or fainting, buzzing in the ears, or 
palpitation of the heart. Stomach distress, in- 
testinal trouble, constipation or diarrhea may 
be psychosomatic; so may skin rashes or other 
allergic reactions. Difficulty in breathing, swal- 
lowing or eating sometimes is psychogenic. 
Typical is the morning sickness of children 
exclusively on school days. Emotional factors 
may lead to fatigue or high blood pressure or 
bring about psychosexual failings such as im- 
potence or frigidity. In fact, any kind of func- 
tional disturbance in the motor or sensory 
spheres of the body can develop on a neurotic 
basis. Emotional upsets can produce paralysis 
of the limbs, spasms, cramps, dysmenorrhea, 
shakiness, profuse perspiration, blushing and 
stammering. 


Origin of Psychoneurosis 


An individual’s specific predisposition and 
his inborn or constitutional make-up largely 
determine his reaction to different life experi- 
ences. A delicate physiologic structure, a sen- 
sual nature, a precarious balance of the glan- 
dular system or an instability of the autonomic 
nervous system lends itself to neurotic reac- 
tions. A high-strung temperament and keen 
imaginativeness also may be a person’s un- 
doing. Hardly any of our patients are robust 
and thick-skinned. Most of them are more 
like butterflies, tender and charming but also 
touchy, fragile and vulnerable. Their hyper- 
sensitivity makes them quite dependent on en- 
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vironmental factors—on weather and season, 
light and color, warmth and comfort, beauty 
and flavor, understanding and sympathy. They 
are “atmospheric.” Especially the neurasthen- 
ic type shows a definite constitutional weak- 
ness. His candle burns low and often flickers. 
These individuals are constantly tired. Every- 
thing they do requires tremendous effort. They 
always walk against the wind. 

Minor dissonances and tensions disturb 
them and affect their well-being and health. 
They are “stimuli-bound.” Once a_ specific 
nervous reaction has developed, manifested as 
an attack of fear, a spell of asthma, a tic or 
tremor, the same nervous response is prone to 
recur on the slightest provocation. The release 
mechanism becomes ever more sensitized, the 
trigger looser; soon a conditioned reflex is 
formed and finally a frozen pattern is estab- 
lished. The nervous condition has turned into 
a habit which the patient feels unable to lick. 

A young medical student with a pleasant 
personality, strong convictions and strict ethi- 
cal principles, yet shy and bashful, could not 
help blushing when someone told an off-color 
joke. As soon as his buddies noticed his vul- 
nerability, they missed no opportunity to di- 
vulge dubious stories in his presence. In a 
short time the habit of blushing became so es- 
tablished that his face reddened even when he 
was alone and was only thinking of his shame. 
Finally he was unable to face the group and 
gave up his career. 

We cannot overlook the fact that specific 
somatic conditions also produce definite psy- 
chologic reactions. The interrelationship be- 
tween body and mind works both ways. Pre- 
menstrual tension makes some otherwise stable 
women extremely nervous, jittery, depressed, 
irritable and even explosive. Hyperthyroidism 
is accompanied by shakiness, sleeplessness, 
restlessness, anxiety and panic. Gastric dis- 
turbance, gallbladder disease and liver dys- 
function are mostly associated with ill humor 
and morose disposition, whereas patients with 
tuberculosis of the lungs are rather uncon- 
cerned, lighthearted and euphoric. 

The significance of biologic and even chemi- 
cal factors in the development of some neu- 
roses is best illustrated by the physical, men- 
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tal and emotional changes which commonly 
characterize specific transitional periods such 
as menopause and puberty. During adoles- 
cence, fundamental alterations in the entire 
hormonal system lead to revolutionary changes 
in the whole personality. They initiate a new 
rhythm of life. instigate fresh drives and needs. 
mobilize strong sexual impulses and desires. 
heighten the impressionability of mind and 
soul, and modify reactions to internal and ex- 
ternal stimulations. Especially when the proc- 
ess of juvenile growth follows a steep and 
tempestuous course, strain on the total or- 
ganism may be so great as to impair physical 
health and mental harmony. Nervous tension. 
restiveness and apprehension are natural con- 
sequences. Mood may fluctuate from elation 
to depression, from exultation to despair. 
Without apparent reason, one day an adoles- 
cent may appear tired, listless and cranky, curt 
and obstinate, and then again receptive, ac- 
tive. delightfully spontaneous and vivacious. 
thoughtful and full of initiative. 

Of course we cannot attribute all these phe- 
nomena solely to biologic changes. Social and 
psychologic factors play an important role in 
problems of puberty. The adolescent suddenly 
meets increased social obligations and new 
pressing responsibilities, conflicting demands 
of conformity and self-reliance. No longer a 
child and not yet an adult, he has to live 
through years of twilight, uncertainty and sus- 
pense, where he tries to find himself, to estab- 
lish definite standards and goals. At the same 
time, when his intellectual horizon widens, his 
scope of interests broadens, and his personal 
and social conscience sharpens, he becomes 
painfully aware of himself as an individual, of 
his particular needs and aims, his formative 
forces, potentialities and limitations, doubts 
and hopes. He begins to realize the ambigui- 
ties and contradictions in the tough and com- 
petitive world in which he is expected to play 
an adequate, meaningful role. He cannot help 
feeling threatened and lost, misunderstood, 
unwanted, rejected and lonesome. 

“Blind we_are, and we walk alone, 

There is no companion, you are on your 

own.” 

Criticism of parents and rebellion against 
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them are only one expression of his struggle 
ior self-assertion and independence. The mys- 
tery of sex poses another disquieting problem 
which simply cannot be solved satisfactorily 
at this stage of personality development in our 
society. In his impatient search for answers 
the youth may vacillate between conceit and 
self-doubt, arrogance and despondency, vanity 
and humility. Withdrawal from parents and 
the group, seclusiveness, hostility and anti- 
social behavior are as much a part of this crisis 
as is a deepened need for acceptance, love, ap- 
proval and support. Some young persons never 
grow into maturity. Many adult neurotics are 
merely chronic adolescents. 

The observations described so far show the 
intricate interplay of physiologic, psychologic 
and social factors in the formation of nervous 
disorders and reveal the close relation between 
neurotic manifestations and peculiarities of 
basically normal persons. The difference lies 
mainly in degree and intensity of the emotion- 
al reactions. However, differentiation between 
organic and functional disorders can never be 
made on the basis of certain symptoms alone, 
but only through judicious study of the whole 
clinical picture including history, background 
and dynamics. The entire personality structure 
of the patient and his individual mode of ex- 
pression should be evaluated. A spastic wry 
neck or coarse tremor of a limb may look just 
the same when caused by a hysterical reaction 
as when due to an organic lesion in the basal 
ganglia of the brain. Compulsion syndromes, 
so frequent in neuroses, appear also in certain 
midbrain disorders, such as the compulsive 
laughing or crying in some cases of multiple 
sclerosis or the forced movements of the eye- 
balls in postencephalitic states. 

Recent studies of the human brain waves 
have thrown new light on the interrelationship 
between physiologic changes and nervous dis- 
turbances. Dr. Frederic A. Gibbs was able to 
demonstrate specific anomalies of encephalo- 
graphic tracings, originating in the midbrain, 
in patients with bizarre nervous spells which 
had been regarded as manifestations of a pure- 
ly emotional or hysterical nature. New experi- 
ments with drugs, such as lysergic acid, which 
are capable of producing definite emotional 
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and mental changes in normal persons also 
have contributed to a better understanding of 
the mechanism of psychopathologic reactions. 

The differentiation between neuroses and 
psychoses, i.e., true mental disorders, gener- 
ally is not difficult for the trained observer, 
even if the two conditions may have some 
symptoms in common. The neurotic person, 
in spite of irrational and senseless reactions in 
some area of his emotional life, still maintains 
a definite relationship to reality. He lives in 
our world and clings to it—uneasy, confused 
and unhappy though he may be. The psychotic 
person, in contrast, has largely lost contact 
with his surroundings and broken away from 
reality. He is no longer the same integrated 
person he was formerly. His strange, fantastic 
world is reality to him. As a rule we are hardly 
able to reach him and cannot reason with him. 


Treatment 


Treatment of neurotic conditions is not sim- 
ple. Fortunately, not every psychoneurotie dif- 
ficulty or nervous reaction necessarily requires 
expert medical and psychiatric attention. Quite 
a few persons never seek outside help because 
of shyness, ignorance, pride or lack of money 
and nevertheless recover by themselves. They 
may just outgrow their neuroses or they may, 
through self-analysis and self-training, solve 
their problems and overcome their inhibitions. 

Philosophers and creative artists are cred- 
ited with a special ability to attain deeper 
self-understanding and emotional clearance 
through their work. Their symbolic self-expres- 
sion serves as a kind of catharsis and permits 
self-analysis and reinterpretation. Goethe fully 
realized the great relief he derived from his 
capability to voice his emotional problems: 
“Some god gave me the gift to tell what I suf- 
fer.” Ibsen remarked that writing poetry is 
like presiding over one’s own trial on judg- 
ment day. 

Even ordinary people may be able to battle 
their way out of their predicament if only 
aided by some fortunate change in their con- 
stellation. A new job, a different neighbor- 
hood, or a fascinating personal experience 
may enable them to forget their preoccupation 
and sublimate their worries. Even temporary 
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relief through rest and change of environment 
may provide respite and permit the person to 
rally enough strength and resilience to under- 
take a new start. 

Some persons put up with a certain amount 
of suffering. They learn to live with their neu- 
rosis, for better or worse. They avoid embar- 
rassing and anxiety-provoking circumstances. 
They become veritable virtuosos in finding 
excuses and alibis. Their resourcefulness in 
finding ways to shun responsibilities or cover 
up their weakness and compensate is remark- 
able. If they cannot ride the subway, a com- 
bination of streetcars, buses and automobiles 
finally will bring them downtown, albeit with 
a great detour. If they cannot bring themselves 
to ride to work at all, they may try a mail- 
order business from their home. If afraid to 
go on an errand alone, they seem always able 
to find someone who deems it a privilege to 
act as chaperon. The art of putting people into 
one’s service is an old neurotic specialty. 

Drugs, discriminately administered, may 
help to eliminate some of the most disturbing 
symptoms of a neurosis. By allaying unrest, 
lowering tension, easing pain and securing 
sleep, they may furnish just enough relief to 
improve the patient’s capacity to take a stand, 
to fight and break the vicious circle of his neu- 
rotic entanglement. Some of the new and pow- 
erful drugs seem more effective than the old 
ones, although the majority probably are more 
useful in severe mental disorders and behavior 
disturbances than in the psychoneuroses prop- 
er. On the other hand, such therapy as Dr. L. 
Meduna’s carbon dioxide inhalations has been 
more helpful in some of the neuroses. 

Psychotherapy remains the first and fore- 
most method of treatment of psychoneurosis. 
By psychotherapy is meant any systematic at- 
tempt to treat emotionally disturbed, nervous, 
tense individuals by purely psychologic means. 
The therapist’s mind works on the patient’s 
mind. Different schools of psychotherapy teach 
different doctrines and employ different meth- 
ods: psychoanalysis, individual psychology, 
character analysis, persuasion, reassurance, 
suggestion, hypnosis, counseling, re-education, 
group therapy. All are intended to evoke the 
patient’s intellectual and emotional response 
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and create a wholesome atmosphere of sym- 
pathy, confidence and mutual cooperation. 
Once this is achieved, the therapist can guide 
the patient through the maze of his neurotic 
structure. A minute life history allows us to 
scrutinize his past experiences, inner feelings, 


-impulses, desires and needs, dreams and fan- 


tasies, and his reaction to his environment, up 
to his actual conflict. Conscious and uncon- 
scious material thus gained has to be inter- 
preted and explained in terms of the patient’s 
individual life style and within the scope of 
general human problematics. Some patients 
are quite aware of the trickiness of their neu- 
rosis. One of them opened the first interview 
by saying, “If you want to help me you will 
have to be more devilish than my devil.” 

Often the therapist will be able to help the 
patient clarify his inner conflicts and bring 
order into his neurotic disorder. The analysis 
culminates in a synthesis. If the patient under- 
stands the dynamics of his morbid symptoms 
and the motivations for his escape into the 
neurosis, he will be able to correct his faulty 
concepts and develop a more mature attitude. 

Quite often the patient’s dilemma can be 
traced back to childhood. Early impressions 
and suggestions, early acquired modes of re- 
sponse and defense mechanisms, early devel- 
oped attitudes and reflexes are instrumental 
in the whole fashioning of his life. These ex- 
periences easily may be the source of insta- 
bility, weak dependency, frustration and un- 
happiness. Neurosis is the child in man. The 
imprints left by childhood experiences may 
remain dormant for a long time, and then sud- 
denly they may be stirred up by specific trau- 
matic circumstances. 

“To spare the rod and spoil the child” often 
has been accused of laying the ground for a 
later neurosis. Too strict a discipline also has 
been suspected as being one sure way to land 
the individual one day in the psychiatrist’s 
office. So much we do know: Love, under- 
standing and respect for the child’s individu- 
ality, for his specific needs and problems, cou- 
pled with consistency and firm guidance are 
the best safeguards against insecurity, anxiety 
and antisocial reactions. True, some children’s 
need for love and attention seems insatiable. 
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They crave much more than their share of 
care and devotion and pose a difficult problem 
for their parents, who, on their part, also may 
make demonstration of love too big an issue. 

A great educational pitfall is the attempt to 
mold our children in our own image, to push 
them into early star performances and deprive 
them of the privilege of making their own mis- 
takes. To belittle, tease or humiliate them, es- 
pecially in the presence of others, is the great- 
est offense. No parent can completely avoid 
sins of commission and omission, even when 
the father is a psychiatrist and the mother a 
social worker. Fortunately, most children can 
stand a lot of neglect and abuse. But those 
infants who are tender and frail, who are both 
sensitive and intelligent, high strung and alert, 
impressionable and inquisitive, and who often 
see and hear more things around them than 
they can comprehend and assimilate are seri- 
ously affected by educational errors or en- 
vironmental deficiencies. They sense even mi- 
nor dissonances between their parents and 
register all sorts of dark undercurrents in the 
domestic sphere. These children are more im- 
pressed by mystery and horror stories on tele- 
vision or around the camp fire, are more 
frightened by gruesome fairy tales and more 
moved by sickness in the family or death of a 
pet than the average child who, thanks to a 
very ingenious screening device and protec- 
tive buffer system of nature, never perceives 
more than he can cope with. 

The greatest difficulty in child guidance 
arises from the fact that our entire education 
is torn between ambiguous and contradictory 
principles. We stress the importance of “ad- 
justment.” We want the child to conform to 
the group in order to be accepted and popu- 
lar, but at the same time we want him to de- 
velop an individual personality, to be genuine 
in feeling and original in expression, and to 
form an independent judgment. We spur our 
children to become efficient and able to com- 
pete, energetic, self-asserting and even aggres- 
sive and ruthless in the struggle for survival. 
Yet simultaneously we preach courtesy. re- 
spect for the rights of others, humility and 
brotherly love. No wonder some children are 
confused, insecure and distrustful in the face 
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of so much contradiction, dishonesty and big- 
otry and later have no choice but to become 
hypocritical, cynical—or neurotic. 

No psychotherapy can annul the damage in- 
flicted in the past. But allowing the patient to 
retrace and relive old memories and to recon- 
sider and re-evaluate them in a new light may 
break the spell of the past and enable him to 
integrate the memories into adult attitudes. 

Some people feel so sorry for themselves 
because of the poor start they had in life that 
they are unable to overcome their resentment 
and to forget. They come to the psychothera- 
pist not really to be helped but to defeat the 
therapist. Their unconscious motive is to prove 
to everyone and to themselves that they have 
been hurt so deeply and permanently that no 
one ever could help them. They are like liti- 
gants who carry a lawsuit to the highest courts 
and spend a lifetime to prove that once upon 
a time they were wronged. I remember such a 
patient, a severe stammerer, who attributed 
his speech defect to parental neglect as a child. 
During psychotherapy it became evident that 
he would never abandon his stutter, because 
that would imply a concession that the dam- 
age his parents had done had not been, after 
all, completely irreparable. Although he talked 
perfectly well under hypnosis, all attempts to 
have him give up his neurosis failed. 

If psychotherapy is successful, the patient 
gains the capacity to express himself in a 
relevant and meaningful way, to listen, review, 
learn, revise, and develop a greater perspec- 
tive and a better sense of proportion. By par- 
ticipating in an interpersonal transaction full 
of challenge, inspiration and insight, he de- 
velops the openness of mind, intellectual hon- 
esty and seriousness of purpose that liberate 
him from the shackles and intrigues of neuro- 
sis. Intellectual reorientation, emotional ma- 
turity and personal growth permit a change in 
the scale of values. If he becomes able to be 
true to himself and tolerant toward others, to 
discriminate between what is essential and 
what is unimportant, to realize his limitations 
without feeling frustrated, to take himself less 
seriously and with a greater sense of humor, 
to restore trust and self-confidence, then he 
will be helped. 
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Observations on Cancer 


of the Breast 


A REVIEW OF 106 CASES 


WARNER F. BOWERS.* WALTER S. WILLIAMSON*+ 
AND WALTER E. SWITZER 


Brooke Army Hospital. Fort Sam Houston 


@arcivoma of the breast is the most common 
cancer in women, occurring twice as frequent- 
ly as cancer of the cervix and three times as 
often as cancer of the stomach. The condition 
affects almost 4 per cent of all adult women 
and therefore is important because of sheer 
case volume. Results of traditional treatment 
leave much to be desired and many variations 
have been suggested, from simple mastectomy 
to supraradical mastectomy and _ including 
various approaches through endocrine modi- 
fications. 

At Brooke Army Hospital. what we con- 
sider a moderate approach has been employed. 
We shall report our results in 106 consecutive 


*Colonel, M.C., USA; Formerly Chief, Department of Surgery, and 
Chief, General Surgery Service, Brooke Army Hospital, Fort Sam 
Houston; Chief, Clinical Surgery, Army Medical Service School: 
Surgical Consultant, Fourth Army Headquarters; Professor of Sur- 
gery, Graduate School, Baylor University, Houston, Texas; now. 
Chief, Department of Surgery, Tripler Army Hospital, Honolulu, T. H. 


+Captain, M.C., USA; {Major, M.C., USA; Surgical Service, Brooke 
Army Hospital, Fort Sam Houston, Texas. 


Captain Williamson died July 8, 1956, following a coronary attack. 
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WARNER F. BOWERS WALTER E. SWITZER 
cases. The patients ranged in age from 24 to 
86 years with an average age of 51 (table 1). 
Table 2 summarizes the over-all results of 
treatment and divides the patients into two 
groups, those with lymph node involvement 
and those without. 


Factors in Etiology 


It is generally accepted that many breast 
cancers develop from hormonal stimulation. 
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TABLE 1 


Ack Rance or 109 Patients With Breast Cancer 


\GE (YEARS) CASES 
21 to 30 P 7 
31 to 40 2% 
1] to 50 29 
51 to 60 
61 to 70 
Tl to 80 5 
Gl te 86 2 


usually estrogenic, but the exact relationship 
is as yet obscure and the chain of events is not 
clear. Many other etiologic factors have been 
implicated, and for the sake of completeness 
we have listed their incidence in our series 
(table 3). 

Naturally there would be a high incidence 
of previous pregnancies among a group of 
women with an average age of 51 years, and 
one would similarly expect a high incidence 
of lactation. These factors are etiologic only 
insofar as hormonal changes accompany preg- 
nancy and lactation. 

Patients usually can remember that trauma 
has involved the affected part at some time, 
and women are particularly prone to remem- 
her that a breast was “bumped.” This is much 
more apt to cause fat necrosis than cancer. 

Cystic disease probably represents hormo- 
nal imbalances, and theoretically one might 
expect a correlation between cystic disease 
and cancer. Actually, opinions and_ findings 
have varied widely. and we shall discuss this 
relationship in another section. 


Familial history of cancer may indicate a 
“proneness” if other factors are favorable and 
the unreliable “clinical impression” suggests 
that it is important. In the cases in our series 
in which a family history of cancer was elic- 
ited, the primary site of involvement was the 
breast in six cases, the stomach in three, the 
uterus in two, the colon in two and the blad- 
der in one. In four cases the primary site of 
involvement of the cancer recorded in the 
family history was unknown. 

Nipple discharge usually signifies a funce- 
tional aberration rather than an anatomic 
change. An exception is bloody discharge, 
when papilloma rather than carcinoma is to 
be anticipated. A history of mastitis is as non- 
specific as a history of trauma and probably 
means as little. Estrogen therapy has been in- 
criminated as an etiologic factor in breast can- 
cer, and this probably is a valid charge in in- 
frequent instances. 


Pathologic Findings 


At the Brooke Army Hospital we make a 
point not to cut through tumor tissue, and 
therefore we do excisional biopsy rather than 
incisional biopsy or needle puncture. If tumor 
tissue is cut through, we feel that instruments 
and gloves should be changed to avoid cellular 
spread of cancer. 

In a fairly high proportion of cases we have 
not found any further evidence of disease in 
the radical mastectomy specimen, indicating 
that a complete excisional biopsy was accom- 
plished. We believe that an effectual radical 
mastectomy should remove 30 to 40 lymph 
nodes, and we ask the pathologist to tell us 


TABLE 2 
Resucts tn 106 Cases or Breast CANCER® 


STATUS OF PATIENT 


| Vumber 


\live after one year 59 
\live after two years 40 
\live after three years | 34 
\live after four years 27 


14 


\live after five years 


\live after more than five years 7 


| 
| 


| 
| 
| 


POSITIVE NODE GROUP (65 CASES) | NEGATIVE NODE GROUP (38 CASES) 
Cont Namber | Per Cent 
62 33 87 
52 28 74 
42 22 | 58 
22 | 15 39 
11 | 30 


*Exeluded from tabulation are three patients who have not yet reached the one year period since receiving treatment. 
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TABLE 3 


EtioLocic Factors 1x 106 Cases 
oF Breast CANCER 


NUMBER PER CENT 
Previous pregnancies 59 56 
Previous lactation 42 40 
History of trauma .23 22 
Cystic disease of breast 20 19 
Familial history of cancer 18 IZ 
Nipple discharge 5 
Previous mastitis 4 4 
History of estrogen therapy 3 3 


how many nodes he finds in the specimen and 
what percentage show tumor involvement. 

As noted in most reported series, our re- 
sults show a poor correlation of preoperative 
palpable axillary nodes and pathologic find- 
ings. Nodes were palpated in 26 per cent of 
the cases, there was no record on this point in 
21 per cent, and involvement of nodes was 
found in 62 per cent of operative specimens. 

The grading of tumors as to degree of ma- 
lignancy is somewhat controversial and the 
nomenclature of the various breast cancers is 
confused. Nonetheless, table 4 gives the mi- 
croscopic diagnoses in our series. 

Postmortem examination has been carried 
out in 27 cases. Organs found to be involved 
in the disease process are listed in table 5. 


Relation of Nipple Discharge to Cancer 


Nipple discharge in the absence of lacta- 
tion is evidence of some functional abnormal- 
ity and requires investigation. Types of dis- 
charge are categorized into three groups, with 
some prognostic significance:' (1) A secre- 
tory discharge contains some elements of milk 
such as fat droplets, desquamated cells and 
debris, and would seem to indicate a purely 
functional matter not associated necessarily 
with any anatomic or pathologic change. (2) 
A serous discharge without milk elements may 
mean an ulcerating lesion in the duct system, 
and this is cancer until proved otherwise. (3) 
A bloody discharge most likely signifies a 
papilloma, and rarely is this associated with 
cancer. We do not believe that papillomas are 
precursors of breast cancer. 
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Obviously the presence of a mass in th 
breast calls for excisional biopsy regardless o: 
the presence or absence of nipple discharg: 
or of its type, if present. A secretory discharg: 
is an indication for periodic observation, « 
serous discharge requires further diagnostic 
effort, and a bloody discharge calls for isola- 
tion of the involved segment with excision. 
The incidence of nipple discharge in our series 
(5 per cent)-is not significant, since we refer 
only to proved cases of cancer. 


Relation of Cystic Disease to Cancer 


The attitude toward cystic disease in rela- 
tion to breast cancer has changed radically 
over the years. Campbell’ originally stated 
that the two processes were not connected. 
However, since both represent hormonal im- 
balances,” many surgeons*:’ and pathologists 
have felt uneasy in regard to this teaching. 
Further, all experienced surgeons have had 
the disheartening debacle of finding carcinoma 


TABLE 4 


Microscopic DIAGNOSES 


POSITIVE NEGATIVE 
NODE GROUP | NODE GROUP 

Adenocarcinoma* | 38 16 

Scirrhous 6 4 

Intraductal* 9 7 

Duct cell 4 3 

Comedo 3 | 

Undifferentiated grade 4 2 | 2 

Paget’s disease of nipple | 1 

Mucinous ] 

Medullary 1 2 

Lobular 1 

In situ | 1 
TOTALS? | 65 36 


*Positive node group: grade 2, 7 cases; grade 3, 5 cases. 
Negative node group: grade 2, 4 cases; grade 3, 2 cases. 
Remainder not graded. 


*Positive node group: grade 3, 2 cases. Negative node 
group: grade 1, 1 case; grade 2, 2 cases. Remainder 
not graded. 


tFive patients (three with scirrhous carcinoma and two 
with adenocarcinoma) were operated on elsewhere but 
were included in our registry for follow-up and irradia- 
tion. Lymph node involvement at operation could not be 
determined from the records. 
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in a cystic breast which had been observed 
closely over a period of time. Our dictum is 
that all breast nodules or masses “belong in a 
hottle.” and only with multiple widespread 
cystic masses do we violate this principle. We 
are more concerned with the practical aspects 
of patient care and follow-up than with aca- 
demic questions as to whether intraductal 
hyperplasia and mazoplasia are precursors of 
cancer. 

Physicians in the military service change 
assignments fairly frequently, and patients 
move quite often. Therefore, continued follow- 
up by the same doctor is out of the question. 
More radical measures are necessary to in- 
sure against missing carcinoma in a cystic 
breast or mistaking it for the same lump some 
other doctor described previously. One patient 
in our series had had several biopsies for cys- 
tic disease and was being followed each month 
by the same doctor. Between checkups she 
noticed a new mass, and she was operated on 


TABLE 5 


OrcGans at Autopsy (27 Cases) 


ORGAN CASES 
Lung 23 
Liver 
Bone 15 
Regional nodes 15 
Distant nodes 15 
Skin 12 
Spleen 

Adrenals . 


Other breast 
Pericardium 

Dura 
Small bowel serosa 
Kidney 

Brain 

Peritoneum 
Pancreas 
Large bowel serosa 
Stomach serosa 
Diaphragm 
Thyroid 

Heart 

Ovaries 

Fallopian tube 
Pituitary gland 
Bladder ..... 
Appendix 

Uterus 

Vagina 

Esophagus 
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within a week after its discovery. Nonetheless 
a widespread grade 3 cancer was found, and 
the patient died in spite of all measures, in- 
cluding adrenalectomy. 

Cystic disease involved the same breast as 
the cancer in 19 per cent of our series (20 
patients). A number of these patients had had 
previous negative biopsies elsewhere. Twelve 
patients (11 per cent) also had cystic disease 
in the contralateral breast. 

We see many patients with cystic disease 
and, because of our bitter experience with 
referred cases, we advise simple mastectomy 
when three or more biopsies have revealed 
continued evidence of cystic disease. This poli- 
cy seems reasonable to us but may be more 
radical than is necessary in civilian practice. 


Bilaterality in Breast Cancer 


Theoretically a disease process based on 
hormonal changes should be bilateral in a 
high proportion of cases, but the literature dis- 
closes a fairly low incidence of bilaterality 
of breast cancer and a wide variation among 
reported figures: Kilgore 7 to 10 per cent, 
Haagensen and Stout 9 per cent, Marshall and 
Hare 3.3 per cent, Harrington 3.4 per cent, 
Geschickter 7 per cent, Leo 7.8 per cent, Hub- 
bard® 7 to 9 per cent, Guiss’ 3 per cent, and 
Lewis and Rienhoff 4.7 per cent. 

The disease was bilateral in 7.5 per cent of 
our cases ( eight patients). In two, both breasts 
were involved when the patients were first 
seen, and x-ray therapy alone was employed. 
In two others the contralateral lesion devel- 
oped within 10 months; one of these patients 
was treated by simple mastectomy for the 
second lesion, and the other by radical mastec- 
tomy. The four remaining patients were all 
treated by radical mastectomy and x-ray ther- 
apy; their contralateral lesions developed five 
years, eight years, seven years and seven years, 
respectively, after the original mastectomy. 
X-ray therapy was administered to the second 
side in all eight cases. 

The question of prophylactic contralateral 
simple mastectomy as a routine procedure in 
all cases of breast cancer is a thorny one, not 
yet settled. In our experience, many women 
will part with one breast reluctantly but will 
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resist fiercely the suggestion of sacrificing the 
remaining one. This seems strange except for 
psychologic reasons, because one would ex- 
pect that for the sake of cosmesis and com- 
fort they would prefer bilateral mastectomy. 
We performed prophylactic contralateral sim- 
ple mastectomy in only one case where both 
breasts were involved widely with nodular 
masses which had been “observed” for periods 
of time by various doctors. Biopsy at our hos- 
pital disclosed cancer in the right breast with 
widespread cystic, intraductal hyperplastic and 
adenosis-type changes. The patient accepted 
the suggestion of contralateral simple mastec- 
tomy, and pathologic examination revealed 
similar severe benign changes. 

Contralateral prophylactic simple mastec- 
tomy was done in another case purely for psy- 
chologic reasons. The patient and her husband 
had a marked fear that cancer would develop 
in the remaining breast later. 

We feel that the cure rate in breast can- 
cer is still too poor to advise contralateral 
prophylactic simple mastectomy routinely, 
even though the patient with cancer in one 
breast is three to six times more likely to have 
cancer in the other breast subsequently than 
are other women. In half of the cases in which 
the breast cancer was bilateral, the second 
lesion developed five to eight years after the 
original mastectomy, the patients having been 
free of recurrence or metastasis until then. 
When the time comes that the five year “cure” 
rate in all cases of breast cancer is over 50 per 
cent we will wholeheartedly support the rou- 
tine performance of contralateral prophylactic 
simple mastectomy. In the meantime we advo- 
cate it when the remaining breast shows gross 
evidence of cystic disease. 


Radical Versus Simple Mastectomy 


Results of therapy are sufficiently poor so 
that controversy arises as to the proper form 
of treatment of breast cancer. One school of 
thought argues that we should do more radi- 
cal operations such as the supraradical dissec- 
tions of the supraclavicular area and anterior 
mediastinum. Other workers feel that surgery 
is inadequate to meet the problem-and we may 
just as well do only a simple mastectomy fol- 
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lowed by intensive irradiation or omit the mas 
tectomy entirely. A more moderate group be 
lieves we should continue our present plan ol 
ireatment but attempt to get the patients ear- 
lier.» The latter approach seems most reason- 
able to us. 

The interval between discovery of the 
“lump” and operation varied from two days to 
five years in our series, averaging 44.5 days. 
Unfortunately the delay is not always due to 
patient procrastination—sometimes the doctor 
forgets his training. Recently we saw a patient 
who had reported promptly to her doctor after 
discovering a breast mass. He advised her to 
return in four months for follow-up examina- 
tion, without doing a biopsy. At the follow-up 
visit she was pregnant, and the physician told 
her to return after delivery. This she did, and 
she was then referred to us. We performed 
radical mastectomy for papillary carcinoma 
on the day of diagnosis by biopsy. 

Eighty-nine patients in our series were 
treated by radical mastectomy (84 per cent). 
10 (9 per cent) by simple mastectomy, and 
seven (7 per cent) by biopsy alone. Simple 
mastectomy was done in one instance because 
of the diagnosis of “carcinoma in situ” and in 
the other nine cases it was chosen because of 
the advanced age, cardiac condition and gen- 
eral poor status of the patients. In the group 
treated by biopsy only, one patient refused 
mastectomy in any form, and the others had 
advanced disease when first seen and the biop- 
sy was taken for accurate microscopic diag- 
nosis prior to x-ray therapy. 


Elements of an Acceptably 
Radical Operation 


‘In 1943 Haagensen and Stout” published 
their criteria of operability as a guide in select- 
ing patients for radical mastectomy. We have 
agreed with these criteria except that we do 
not exclude carcinomas developing during 
pregnancy or lactation unless there is some 
other evidence of inoperability. Cases consid- 
ered inoperable are treated by irradiation and 
then are re-evaluated subsequently. 

Occasionally, sloughing lesions or lesions 
of great bulk require simple mastectomy" to 
make irradiation more effectual. We have not 
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heen so pessimistic as to advocate abandoning 
radical mastectomy in favor of simple mas- 
tectomy and irradiation and we have not ac- 
cepted'’ the treatment reported by MeWhir- 
ter.'* Neither have we been so optimistic as 
to feel that a supraradical operation including 
supraclavicular dissection'* and thoracotomy 
for removal of internal mammary nodes'* '® 
would be sufficiently additive to be worthwhile. 

We believe our series'’ bears out this mod- 
erate viewpoint. Lung metastases appeared 
first in only & per cent of the 49 patients in 
whom recurrences or metastases developed 
following radical mastectomy. and we cannot 
he sure this was not hematogenic. Only 35 
per cent of the 49 patients exhibited lung 
metastases at any stage, and in these cases 
there usually were multiple evidences of re- 
currence and metastasis. We cannot explain 
the high incidence of cancer in the internal 
mammary chain reported by others. If our 
patients have such involvement, we must as- 
sume that the x-ray therapy handles the situa- 
tion adequately. 

We feel that the principles of Halsted and 
Willy Meyer still hold, with minor modifica- 
tions. We sacrifice less skin but remove the 
pectoralis major and minor muscles together 
with all adipose and lymph-bearing tissue of 
the axilla’*:'* as an en bloc excision. We stress 
the necessity for thin skin flaps and the gentle 
handling of tissue to avoid tumor emboliza- 
tion. We attempt to stay well beyond any pre- 
viously palpable nodes, and if such nodes have 
been felt we clean the subscapular area and the 
area over the brachial plexus. This is our only 
“supraradical” addition, although we are re- 
ceptive to the removal of internal mammary 
nodes when there is sufficient evidence that 
this is necessary. Until a chemotherapeutic 
agent is discovered that is lethal for tumor 
cells. we believe radical mastectomy remains 
the treatment of choice. although the trend is 
to regard all cancer treatment as_ palliative 
rather than 


Complications and Sequelae of 
Radical Mastectomy 


We have not followed the dictum that all 
breast skin should be removed at radical mas- 
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tectomy. This often necessitates a primary 
skin graft. We have felt that 4 to 6 em. of skin 
on all sides of the lesion should be removed. 
Rarely is a primary skin graft required under 
these circumstances. 

Eighteen (20 per cent) of the 89 patients 
treated by radical mastectomy required pri- 
mary skin grafting. For some reason which 
is not entirely clear but may be correlated 
with the size of the lesion, 15 (17 per cent) 
were in the group with positive axillary nodes 
whereas three (3 per cent) were in the nega- 
tive node group. There is no essential correla- 
tion between size of the lesion and incidence 
of axillary metastases, but such seems to be 
the case in this small group. 

Wound fluid always has been a troublesome 
problem because of the difficulty in getting 
even compression with a snug dressing. Until 
recently we used a Penrose drain into the 
axilla through a stab wound, followed by gauze 
fluffs and a massive compression dressing em- 
ploying three 5 yd. gauze rolls applied in the 
form of a bilateral brassiére. Thirty (34 per 
cent) of our radical mastectomy patients had 
some fluid accumulation under the skin flaps 
despite these measures. Here again there seems 
to be a definite correlation between incidence 
of positive nodes with consequent x-ray ther- 
apy and wound fluid. Of the 30, 23 (26 per 
cent) were in the group receiving x-ray ther- 
apy. and seven (8 per cent) did not receive 
irradiation. The significance of this is not 
clear because the fluid accumulated and was 
controlled before x-ray therapy was given. 

Recently we have used three soft rubber 
catheters with multiple holes, inserted through 
a lateral stab wound. One catheter points su- 
periorly. one inferiorly and one toward the 
mid-area of the wound. After applying the 
usual pressure dressing. we attach a Stedman 
pump and maintain suction until the dressing 
is changed on the sixth postoperative day. 
This method has controlled fluid accumulation 
satisfactorily in our last few cases. 

Tissue slough in the skin flaps is related to 
the tension of wound closure but more espe- 
cially to the thickness of the skin flap. The 
skin flaps should be thin so that little if any 
fat is raised, and we never apologize for some 
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loss of superficial tissue. A full-thickness 
slough, however, is not necessary or desirable. 
In 33 (37 per cent) of our cases, significant 
sloughing occurred. Here again a correlation 
is noted with positive nodes—24 cases (27 
per cent) of skin slough in the positive node 
group compared with nine cases (10 per cent) 
in the negative node group. The sloughs were 
uot massive; only 16 patients (18 per cent) 
required a secondary skin graft (11 cases or 
12 per cent in the positive node group and 
five cases or 6 per cent in the negative node 
group ). 

Postmastectomy lymphedema of the arm is 
a vexing sequela to operation. We regard the 
phenomenon as one of lymph stasis with con- 
sequent interstitial fibrosis if the condition 
persists. Lobb and Harkins” reported an early 
incidence of 80 per cent compared with 22 
per cent after a period of time. In our opin- 
ion the original surgery is responsible for the 
lymphedema because of resection of channels, 
and the fibrosis subsequent to x-ray therapy 
will augment this group of cases considerably. 
In our series 28 patients (31 per cent) had 
swelling of the arm, 22 (25 per cent) in the 
group receiving irradiation and six (7 per 
cent) in the nonirradiated group. 

The serious complication of lymphangio- 
sarcoma in the postmastectomy lymphedema- 
tous arm** should be kept in mind. We have 
reported the sixteenth such case in the world’s 
literature. A three year follow-up shows satis- 
factory results. 


Role of X-ray Therapy 


The general policy of treatment of breast 
cancer throughout the country has shifted from 
time to time, and the policy at Brooke Army 
Hospital has changed somewhat depending on 
the views of the then chiefs of surgery and 
radiology. At present we do not use prophy- 
lactic irradiation therapy. We treat with x-ray 
only those cases in which positive axillary 
nodes are found on dissection of the en bloc 
operative specimen.*' Formerly all patients re- 
ceived irradiation therapy postoperatively. and 
therefore our series contains treated and un- 
treated cases with and without positive nodes. 
In all. 63 per cent of our cases or 67 patients 
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have had x-ray therapy. Of 58 patients in th: 
positive node group 50 or 86 per cent receive. 
x-ray: 23 (46 per cent) are alive after period- 
varying from three months to 11 years. Seven 
patients are alive after more than five years. 
and two after more than 11] years. Eight pa- 
tients with positive nodes did not receive x-ray 
therapy for reasons not given in the records. 
Only three of these are alive after five years. 

In the negative node group 17 patients (65 
per cent) received x-ray treatment, and 86 
per cent are alive after from 2 to 13 years. 
Eight of the 15 survivors have gone five years 
or more and one has passed 13 years. Nine 
patients with negative nodes did not receive 
x-ray therapy, and two of these patients have 
survived longer than five years and one longer 
than 10 years. 


Role of Ovariectomy 


In 1896 Beatson, observing that mammary 
function was dependent on ovarian stimula- 
tion, tried ovariectomy in a few cases of breast 
carcinoma and was impressed by occasional 
striking palliative effects. At present, ovariec- 
tomy may be expected to produce definitely 
beneficial results in approximately 30 per cent 
of premenopausal women with inoperable or 
recurrent breast cancer; cases of bone metas- 
tasis show the best response.*”** Which pa- 
tients will respond is not predictable at pres- 
ent, and this is apparently independent of the 
tumor type from the histologic standpoint. 

Ovariectomy formerly was. done routinely 
in cases of premenopausal women with breast 
cancer at Brooke Army Hospital, but current- 
ly we reserve it for recurrent or inoperable 
eases, obtaining whatever benefit the opera- 
tion can produce before considering adrenal- 
ectomy. Thus in our series we have positive 
and negative node groups with and without 
ovariectomy. We had hoped to have some sig- 
nificant findings in this regard, but table 6 
shows contradictory results in that the positive 
node group without ovariectomy fared much 
better than did the positive node group with 
ovariectomy, whereas the negative node group 
with ovariectomy did better than the negative 
node group without ovariectomy. We have not 
drawn any conclusions from these figures be- 
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TABLE 6 


Errect oF OvARIECTOMY 


OVARIECTOMY GROUP (38 CASES) 


WITHOUT OVARIECTOMY (68 CASES) 


STATUS OF PATIENT | Positive Nodes Negative Nodes | Positive Nodes | Negative Nodes 
Number | Per Cent | Number | Per Cent} Number | Per Cent | Number | Per Cent 
Alive after one year 3 | 93 | 1 | 9 | 35 | 90 | 21 | 88 
\live after two years 19 | 7 | 9 | 82 24 62 | 19 | 7 
\live after three years 16 59 8 | 7 19 49, 15 63 
Alive after four years 11 4] 7 64 16 4] } 12 50 
Alive after five years 3 1] i 36 12 31 9 | 38 
\live after more than five years l 4 1 9 6 6b | 7 | 29 


cause of the small number of cases and be- 
cause the significance is not clear. 


Androgenic and Estrogenic Therapy 


In 1947 the American Medical Association 
sponsored an investigation of steroid therapy 
in breast cancer with some 45 clinical groups 
participating. Certain conclusions were drawn 
from this study and from others: 

1. Androgens in the form of testosterone 
propionate were preferable in women less than 
60 years of age, while estrogens in the form 
of diethylstilbestrol were more effective in 
women over 60. 

2. Subjective improvement was obtained 
with increased sense of well-being and better 
appetite. 

3. Objective improvement was noted fre- 
quently, with healing of ulcers, shrinkage of 
tumor nodules, regression of bone lesions, 
and weight gain. 

4. Unfavorable side effects with androgenic 
therapy were hirsutism, voice changes and 
coarsening of the skin. Estrogens produced 
nausea and uterine bleeding. Either hormone 
may cause salt retention and promote cardiac 
decompensation in some patients. 

Benefit could be expected for a period of 
about nine months, or occasionally longer, but 
it was concluded that hormone therapy is only 
a supplementary weapon which should be re- 
served until surgery and irradiation have been 
utilized to maximal effect. 

We have not employed estrogenic therapy 
in our series, in part at least because we feel 
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that estrogen is causative in the development 
of the original lesion and all adjunctive forms 
of therapy such as ovariectomy, adrenalectomy 
and hypophysectomy aim at ablating estro- 
gens; consequently their use in therapy does 
not seem to have a rational basis. We have 
used androgenic therapy primarily to relieve 
bone pain before progressing to adrenalectomy. 


Bilateral Adrenalectomy 


Following the work of Huggins and Dao,**:~” 
we have done adrenalectomy in 11 advanced 
cases of breast cancer and have reported the 
results elsewhere.”” We reserve adrenalectomy 
for far-advanced cases with two or more evi- 
dences of recurrence or metastasis after maxi- 
mal benefit has been achieved with surgery. 
x-ray, ovariectomy and hormone therapy. 
Within these limitations we feel that adrenal- 
ectomy has a definite place in late palliative 
therapy. Our patients have been gratified with 
the period of remission from symptoms. Sev- 
eral returned to full household duties for as 
long as a year, and others became ambulant 
without further need for narcotics. We cannot 
predict, on the basis of tumor cell type or in- 
terval between radical mastectomy and recur- 
rence, which patients will benefit most. Steroid 
excretion levels do not appear to be prognostic. 


Hypophysectomy as an Adjunct 


Since the pituitary gland is the pacemaker 
for the other endocrine glands, one might con- 
sider that hypophysectomy”' should be recom- 
mended for inoperable or recurrent breast can- 
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cer rather than a succession of operations such 
as ovariectomy and adrenalectomy after the 
full benefit of surgery. x-ray therapy and en- 
docrine therapy. However, we subscribe to the 
view that hypophysectomy should be reserved 
as the last resort because of the technical diff- 
culties and many side effects of the procedure. 
For that reason we have done hypophysec- 
tomy in only one case, and this ended disas- 
trously. The patient had had complete remis- 
sion and comfort for more than a year after 
adrenalectomy before control was lost. At 
hypophysectomy, in an attempt to save the 
optic nerve, technical difficulties led to hemor- 
rhage, and cardiac arrest followed. Heart mas- 
sage brought a return of beat and circulation 
but a second episode of arrest terminated 
fatally on the operating table. This has been 
our only experience to date with the proce- 
dure, and we therefore recommend it hesitant- 
ly as a final resort only. 


Recurrences After Radical Mastectomy 


Up to the present time, 49 patients or 46 per 
cent of the total group have had recurrence 
or metastases after radical mastectomy. Since 
in many instances more than one region or 
organ was involved, the following figures can- 
not be totaled, but they do reveal some inter- 
esting findings. Arranged in order of inci- 
dence, the first recurrence affected the organs 
in these percentages: 


Skin, 41 Lung, 8 
Nodes, 31 Liver, 2 


Bone, 25 


When one arranges the figures denoting 
percentage according to the frequency among 
the patients with recurrence or metastasis. © 
different sequence emerges: 


Bone, 59 Lung, 35 
Skin, 43 Liver, 18 


Nodes, 45 


Irradiation therapy was given to 78 per cen| 
of the patients with recurrences or metastases. 
and regression or relief of pain, or both, were 
obtained in 60 per cent.** Testosterone pro- 
duced moderate to good pain relief in 16 per 
cent. Table 7 analyzes the recurrences and 
metastases in more detail. 


Summary and Conclusions 


1. The various etiologic factors concerned 
in 106 cases of breast cancer are discussed. 

2. The incidence of bilaterality of 7.5 per 
cent points up the problem of contralateral 
prophylactic simple mastectomy which is re- 
ceiving wider attention. 

3. Radical mastectomy is advocated as the 
treatment of choice if patients meet the cri- 
teria laid down by Haagensen and Stout. ex- 
cept that cases which develop during preg- 
nancy or lactation are not excluded on that 
basis alone. 

4. Contralateral simple mastectomy is ad- 
vised when the remaining breast contains sig- 
nificant cystic disease. Simple mastectomy is 
recommended for patients without cancer but 
with a history of three or more biopsies for 
cystic disease and persistence of multiple 
nodules. 


TABLE 


DeTaILep ANALYsIS OF RECURRENCE OR METASTASES IN 49 Cases 


POSITIVE NODE GROUP NEGATIVE NODE GROUP RECEIVED X-RAY NO X-RAY 
Ne. Mo. After No. Mo. Ajter No. Mo.After y Mo. Ajter 
Operation Operation Operation Operation 
Skin 20 6-76 (av. 19.8) 1 6 18 5-76 (av. 19.6) | 3 10-26 (av. 16.6) 
Nodes 20 6-42 (av. 20) 2 24 and 108 16 6-42 (av. 21.4) 6 10-103 (av. 33.3) 
Lung 15 11-94 (av. 31) 2 17 and 30 14 11-94 (av. 31.3) | 3 17-31 (av. 25) 
Bone 26 6-94 (av. 31.4) 3 24-92 (av. 48.7) 23 - 6-94 (ay. 30) 6 10-92 (av. 46) 
Liver 8 5-94 (av. 32.6) | 1 110 7 6-94 (av. 33.3) 4 28 and 110 
Brain 3 11-96 (av.41) | 1 110 2 11 and 17 2 96 and 110 
Adrenals 1 42 | | 42 
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5. X-ray therapy is used postoperatively 
only in cases with axillary node involvement. 
Preoperatively it is reserved for cases not 
meeting the criteria of operability. Later, x-ray 
therapy is employed as the first modality if 
there are recurrences or metastases. 

6. Ovariectomy is reserved for recurrences 
or metastases after maximal benefit has been 
achieved with x-ray therapy in premenopausal 
women. 

7. Androgenic therapy is considered next, 
especially when there is pain from bone me- 
tastases. 

8. Bilateral adrenalectomy is reserved for 
recurrences or far-advanced disease with mul- 
tiple evidences of involvement, cases in which 
the aforementioned methods of treatment have 
been used to maximal effect. 

9. Hypophysectomy may be recommended 
as a final attempt to prolong life another six 
to nine months. 

10. As yet, the management of breast can- 
cer does not rely on a “one shot” treatment 
but is made up of multiple elements utilized 
as the condition of the patient warrants and 
the judgment of the surgeon dictates. This un- 
fortunately supports the growing trend toward 
the feeling that cancer, of whatever organ, is 
more often managed than cured. 
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Diagnosis and Management 


of Dyspepsia 


GEORGE K. WHARTON,* DONALD C. BALFOUR, JR.+ 


AND KENT L. OSMON? 


University of Southern California School of Medicine, Los Angeles 


In the hurry of mod- 
ern civilization with its 
attendant stresses and 
pressures, dyspepsia 
and peptic ulceration 
are extremely common. 
Formerly, the individ- 
ual had a job requiring 
individual skill. He had 
some security of self- 
owned or small indus- GEORGE K. 

try, and a sense of be- WHARTON 

ing useful and needed 

in community life. Today, man is tense from 
hurry, traffic and competition. He has a feel- 
ing of insecurity as he depends more on others, 
and he has a sense of frustration from not see- 
ing a job completed with his own hands. The 
individual with dyspepsia or ulcer often has, 
in addition to outside pressures, an inner con- 
flict because of ambition or goals which are 
*Clinical Professor of Medicine, Assistant Clinical Professor of 


Medicine, and {Fellow in Medicine, all of the University of Southern 
California School of Medicine, Los Angeles, California. 


From the University of Southern California School of Medicine and 
the Los Angeles County Hospital, Los Angeles, California. 
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set too high for attainment, and he has a sense 
of frustration and failure when the perfection- 
istic standards cannot be met. As Robert Louis 
Stevenson once wrote, “Look at one of your 
industrious fellows for a moment, I beseecli 
you. He sows worry and reaps indigestion; he 
puts a vast deal of activity out to interest, and 
receives large measures of nervous derange- 
ments in return.” 

The physician should realize that indiges- 
tion and dyspepsia are terms that may have 
widely different meanings to different individ- 
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uals. Whether the complaint is one of belch- 
ing, fullness, heartburn or excessive flatus, 
basically they all result from disturbed physi- 
ology of the gastrointestinal tract. These dis- 
turbances in the normal physiology of the in- 
testine may result from a variety of causes: 
stress, aerophagia from rapid eating, gastritis, 
a biliary or colonic lesion, peptic ulcer, con- 
gestive heart-failure, pulmonary impairment 
and urinary tract disease, to name only a few. 


Pathologic Physiology 


Disturbances of secretion, tone or motility 
or all three are the only methods of response 
possible in the upper part of the gastrointesti- 
nal tract, because of its structure and function 
as a hollow fluid-secreting tube of smooth mus- 
cle. Psychogenic and reflex stimuli are usu- 
ally mediated through the vagi, resulting in 
changes in secretion and peristalsis. The pitui- 
tary-adrenocortical axis of gastric stimulation 
probably acts directly on the secretory mecha- 
nisms, and to a lesser extent on the tonal func- 
tions of the stomach musculature along with 
the sympathetic nervous system. 

Usually, because of the higher and more 
selective pain threshold of visceral afferent 
nerves as compared with somatic afferent nerve 
fibers, the individual is relatively unconscious 
of normal digestive functions. However, with 
excess distention of the upper part of the gas- 
trointestinal tract in the normal person or 
even a small increase in volume of the hyper- 
tonic stomach with hypertonicity by sympa- 
thetic stimuli, sensations of bloating, epigas- 
tric distress and even pain may occur. 

Any inflammatory mucosal lesion of the 
esophagus, stomach or duodenum lowers this 
pain threshold. At gastroscopy the normal 
stomach may be distended considerably with- 
out distress, but, in cases of gastritis, minimal 
distention is often associated with actual epi- 
gastric pain. In these abnormal stomachs. even 
the taking of food with its resultant increased 
secretion and motility may produce distress or 
pain. Gastric irritants, i.e., coarse foods, spices. 
alcohol, aspirin, etc., aggravate these symp- 
toms. In the presence of mucosal irritation, 
psychogenic stimuli acting through the vagus 
nerve more readily produce an excess response. 
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Diagnosis 


Indigestion or dyspepsia is a symptom of 
disturbed gastrointestinal physiology, not a 
disease. When confronted by a patient with 
dyspepsia, the physician first must analyze the 
symptoms. Are they the pain-food-relief pat- 
tern of duodenal ulcer, the nausea and fried 
or spicy food intolerance of gastritis or gall- 
bladder disease, the positional heartburn and 
sour eructations of hiatal hernia, or the bloat- 
ing and gaseous distention of the irritable 
bowel syndrome? Secondly, the etiologic fac- 
tor or factors in this case are established. Last- 
ly, treatment is directed toward the causative 
factor or factors. 

To establish an etiologic diagnosis, a good 
history and a complete physical examination 
are essential. Roentgenographic studies of the 
esophagus, stomach, duodenum, colon or gall- 
bladder are very often indicated in the indi- 
vidual case, as are gastric analysis and gas- 
troscopy or esophagoscopy. Though they are 
expensive, such examinations serve a twofold 
purpose for the patient. They establish a diag- 
nosis and allay anxiety. In a case of duodenal 
ulcer, a complete (etiologic) diagnosis may 
read, “emotional tension and dietary indis- 
cretions, chronic duodenal ulcer with early ob- 
struction, and hyperacidity.” In a case of dys- 
pepsia, such an etiologic diagnosis might read, 
“chronic anxiety state, aerophagia, hypermo- 
tility or irritable bowel syndrome”; in an- 
other case, it might read, “carcinoma of the 
cecum with narrowing of the lumen and sec- 
ondary irritable bowel syndrome.” 


Diet 
The diet should be bland, balanced, well 


chewed and eaten slowly, without excessive 
fluids. The volume of the individual meal 
should be small and the feedings frequent. As 
Abercrombie pointed out more than 100 years 
ago, this is one of the keystones of successful 
therapy. Puréed vegetables and meats often 
are not indicated in cases in which the symp- 
toms are mild. Tobacco, spices, tea, coffee and 
alcohol should be avoided, unless giving up. 
for instance, the tobacco results in such frus- 
tration that more harm than good results. 
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In the bowel problem, rest by a bland. low 
residue. diet similar to the dietary program 
just outlined except for the omission of milk 
to drink is part of the relaxation management 
of the “busy, busy, hurry, hurry” individual. 
Sometimes, boiled milk or vegetable milk sub- 
stitutes (MULL-soY®) can be used success- 
fully for patients with both ulcer and bowel 
problems. 


Anticholinergic Drugs 


When used in proper amounts these drugs 
can produce a (highly desirable) decrease in 
the peristalsis of the intestinal tube as well as 
some inhibition of the total volume of gastric 
juice. However, a complete “medical vagoto- 
my” cannot be obtained in the intact human 
being without serious systemic side effects 
such as blurring of vision, tachycardia, and, 
occasionally, urinary retention and ileus, es- 
pecially in the older age group. 

Very often ulcer patients can be made quite 
comfortable with mild antispasmodics such 
as DONNATAL® and DONNALATE®.* Too fre- 
quently, stronger anticholinergic drugs over 
a period of time may produce symptoms of 
bloating, gaseous distention, constipation and 
neurogenic imbalance which are often ex- 
tremely difficult to control and may be a source 
of more concern than the original symptoms. 
The dose of the anticholinergic drug should 
be individualized. The right dose is the dose 
that will produce the result desired with the 
least side effects. In cases of refractory or 
complicated ulcer, on the other hand, stronger 
medication may be required for a short time 
and then rapid change to a milder medication 
such as those mentioned. 

Anticholinergic therapy should be used with 
caution in cases of spastic bowel disease. Im- 
mediate relief of pain will usually occur but 
more atony of bowel will follow. In cases of 
irritable bowel or colitis or ulcerative colitis 
( parasympathomimetic disease). the anticho- 
linergic drugs may be of considerable bene- 
fit. Again, if the strong medication is neces- 
sary, a reduction to mild therapy as soon as 
possible is advisable. 


“Representative combination of anticholinergic. sedative 
and antacid medicines. 
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Antacids 


Most of the commonly available antacids 
work well for the ulcer patient when given in 
adequate doses to neutralize hyperchlorhydria 
when present. The liquid preparations, 1 to 
1 oz. given every two to four hours, should 
be used at the onset of therapy. Later, when 
the patient has recovered enough to resume 
work, or when roentgenographic examination 
reveals evidence of healing, the tablet prepa- 
rations, given in doses of 2 to 4 tablets be- 
tween meals and at bedtime. are often ade- 
quate. Since many of these preparations are 
hard on the bowel, it can be said in regard to 
this ulcer therapy that what is good for an 
ulcer may be bad for the bowel. Often the 
bowel symptoms are so similar to the old 
symptoms that confusion may easily arise. 


Sedation 


In order to help the nervous, tense individ- 
ual to “let down” and get adequate physical 
and emotional rest, sedatives are of great value 
in the general program of management. The 
dose and the drug should be individualized. 


Local Anesthetic Agents 


Local anesthetic mixtures such as NAv- 
CAINE® or XYLOCAINE® viscous often help re- 
markably in cases of esophagitis, mild cardio- 
spasm, ‘gastritis and ulcer. They relax smooth 
muscle spasm and are valuable for the relief 
of nausea and vomiting. The viscous prepara- 
tions are necessary for esophagitis. 


Helping the Patient Understand 
_ His Condition 


In most cases, if the patient understands the 
cause of his symptoms and their relation to 
emotional upsets, they are easier for him to 
control. A sympathetic explanation and an un- 
derstanding attitude on the part of the physi- 
cian are important for long-term results in the 
treatment of dyspepsia. This is perhaps the 
most important factor in management, but un- 
fortunately -it often is the least stressed. The 
physician should explain to the patient how 
therapy will help him heal his ulcer. The pa- 
tient should be taught to avoid stress, over- 


POSTGRADUATE MEDICINE 


| 

a 

|| 


fatigue, alcohol, coffee, etc., and to increase 
his dose of medicines in advance when an un- 
avoidable stressful situation occurs. Thus the 
patient “runs the ulcer” rather than the “ulcer 
running the patient.” Failure of therapy in 
cases of dyspepsia and ulcer indicates either 
lack of adequate treatment over a prolonged 
time or failure on the part of the patient or 
the physician to recognize the etiologic fac- 
tors involved. 


Summary 


The response of the gastrointestinal tube to 
any stress. injury or irritation is smooth mus- 
cle spasm and hypersecretion which may lead 
to ulceration and chronic neurogenic bowel 
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disorders. Accurate diagnosis is essential for 
proper therapy because the gastrointestinal 
tract may react in a similar fashion to a vari- 
ety of lesions and etiologic agents. In this re- 
view of treatment, a plea is made for the over- 
all management of the entire patient rather 
than a small segment of the duodenum or 
colon. The importance of a well-chewed, easily 
digestible diet of small, frequent feedings is 
again emphasized. The anticholinergic drugs 
are helpful. but with large doses of strong 
drugs the side effects and neurogenic bowel 
upsets may be worse than the original symp- 
toms. For permanent results, however, the pa- 
tient must be taught how he can handle his 
own problem and keep it under control. 


70. VISUAL APPRAISEMENT 


The visual recognition of disease which is responsible for the majority 
of snap diagnoses is losing ground as attention becomes more and more 
directed to the minutiae of the ancillary sciences. This is a pity, for the 
wood is often missed for the trees. Thus a misdirected spate of investigations 
might well be spared by an intelligent appreciation of the facies of locomotor 
ataxia as a pointer to the source of pains, or unhurried observation of the 
body may reveal fasciculation as a sinister sign among symptoms which 


appear trivial. 


It is a poor physician who cannot at a glance detect, or at least suspect. 
advanced cirrhosis of the liver. mitral stenosis or emphysema, and who will 
not recognize hysteria from the smile of Christian resignation in a welter of 
agonizing symptoms: or the psychoneurotic whose ring finger is bare and 
whose throat is encircled by a black velvet band. 

A diagnostic signal may best be observed at the moment of a patient's 
entry into the consulting room. The outstanding example is thyrotoxicosis. 
when the telltale stare soon disappears under the soothing influence of the 
physician. The diagnosis was thus suggested in the case of a woman whose 
sole complaint was excessive salivation of six months’ duration. Apart from 
the facies and moderate tachycardia there were no other clinical signs of 
disease. A small retrosternal goitre was removed and this unusual symptom 


vanished. 


A. H. Douthwaite, Pitfalls in medicine, British Medical Journal, | 
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DIAGNOSTIC CLINIC 


The Diagnosis and Treatment of 
Obscure Intra-abdomina! “Lesions 


WALTMAN WALTERS* 


Mayo Clinic, Rochester, Minnesota 


ruovcnt that it 
might be interesting to 
discuss with you some 
of the unusual lesions 
which are encountered 
in treating patients 
with intra-abdominal 
disease. A very inter- 
esting patient has been 
provided for us to see 
and examine. In the WALTMAN WALTERS 
limited time permitted 
I would like to use this patient and the history 
of his disease, as well as a little demonstra- 
tion, to remind you of some of the important 
things you all know but which sometimes, | 
think, are passed over hastily in making a 
diagnosis or attempting to do so. 

Briefly, this man is 77 years of age. He has 
had anemia for eight years. According to his 


*Section of Surgery, Mayo Clinic; Professo r of Surgery, Mayo Foun- 
dation, Graduate School, University of Minnesota, Rochester, Minne- 
sota; Past President, Interstate Postgraduate Medical Association. 
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history he has had gastrointestinal hemor- 
rhages. It is very important to know whether 
the hemorrhages were gastrointestinal or 
whether they were intestinal. The patient says 
he has not vomited blood, but that blood has 
been passed in the stools; the stools have been 
dark and occasionally there has been some 
bright red blood in them. Is that right? 

PATIENT: Yes. 

DR. WALTERS: Will you please get up and 
walk over here? I want the doctors to see you 
walk. That’s fine. Now, will you just walk over 
there, please, and Miss Mako will help you get 
onto the cart. 

It is very important. with this history of 
gastrointestinal hemorrhages. to think over 
the usual causes of this condition. If I were to 
point my finger to two or three of you and 
say. “What is the most frequent cause of gas- 
trointestinal hemorrhage?” every one of you 
would answer, “Well, it is a gastroduodenal 
ulcer, probably duodenal.” and that is true in 
75 per cent of the patients who have gastro- 
intestinal hemorrhages. That is why, with or 
without gastroscopic examination of the stom- 
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ach and examination of the duodenum, a so- 
called blind gastric resection has given relief 
from the bleeding in approximately 75 per 
cent of the patients having a history of dys- 
pepsia simulating ulcer and in the presence of 
negative results on x-ray examination. This is 
common sense. 

We will have the patient lie down, and I 
want to examine his abdomen. 

I have a medical friend who consulted me 
about six or eight weeks ago. He had a tumor 
in his abdomen that a child could have felt. 
It was the size of a grapefruit or a cantaloupe. 
It must have been there a long time, and yet 
he hadn’t felt it. It was because of some symp- 
tom unrelated to his general health that he 
had a medical examination, and a very large 
tumor was found. It was a leiomyoma attached 
to the lower part of the stomach. He had not 
had any symptoms, but if he had had his 
usua! yearly examination his physician would 
have found the tumor long ago. However, 
neither he nor anybody else had examined his 
abdomen. 

I want to emphasize the importance of ex- 
amining your patients carefully. The busy sur- 
geon may be tempted to take the opinion of 
the medical man in consultation and the roent- 
genologist’s report of the x-ray findings, and 
he may not examine the patient or study the 
x-rays and the laboratory data. Always ex- 
amine your patients. Imagine the psychologic 
effect if you were the patient and went to see 
a physician who took a short history and 
sent you for laboratory studies but did not 
examine you. When you are seeing the pa- 
tient as a consultant it is bad practice, in my 
opinion, not to examine him, even though you 
have all the data from the history, the labora- 
tory, or even from another consultant. 

You have noted that our patient carries a 
cane. I had him walk to see whether he walked 
like a patient with an organic neuromuscular 
disorder, an old injury of the extremities, or 
to give him support because of general weak- 
ness. Remember, he is 77 years of age. 

Palpate his abdomen; see if he has a tumor 
and if his liver and spleen are enlarged. Don’t 
forget what his symptoms are. No, he does 
not have an enlarged liver or spleen. Mind, 
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he might have bleeding from esophageal vari- 
ces. He has had esophagoscopic and gastro- 
scopic examinations and esophageal varices 
were not seen; nor did x-ray examination of 
the stomach show any ulceration. Does the 
x-ray always show the ulcers that are present 
in the stomach or duodenum? No, it does not. 

The most frequent error, in my experience, 
is failure to recognize or eliminate the possi- 
bility of the small ulcer on the posterior wall 
of the upper part of the duodenum. It does 
not deform the anterior wall of the duodenum, 
and, therefore, it does not deface the shadow 
of the duodenum (referred to as the choco- 
late-drop shadow). The barium passes from 
the stomach into the duodenum, but since the 
anterior wall is not involved, a small shallow 
crater on the posterior wall of the duodenum 
may fail to reveal its presence. In fact, even 
a lateral view of the duodenum, which should 
always be made, may not show evidence of an 
ulcer in this location. In my experience, many 
such bleeding ulcers are located here. Others 
are frequently found low in the duodenum. 

Does he have any ascites? Feel around the 
umbilicus. See whether or not there is harden- 
ing—the buttonlike hardening of a malignant 
lesion. Feel up in the supraclavicular area for 
any nodes. 

He has been treated for syphilis, and he 
might have syphilitic gastritis. 

He has been operated on. He had acute 
cholecystitis four years ago. Cholecystectomy 
was performed and also segmental resection 
of the jejunum for removal of small nodules 
which proved to be carcinoid tumors. 

He also has been operated on for bleeding. 
No evident lesion was found, although his 
stomach and duodenum were not opened to 
exclude the presence of small ulcers. His 
colon has been opened and examined with a 
sterile sigmoidoscope, but a lesion was not 
found. 

The other point that I want to recommend 
is always to make a digital examination of the 
rectum and combine it with a vaginal exami- 
nation in the female, because, as you know. 
frequently intestinal bleeding may be from a 
rectal lesion within reach of the finger. 

I want to read to you, without criticism but 
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for discussion, the report of the colon study 
made in this patient: “Air contrast enema in a 
patient who was noi properly prepared showed 
the contrast material to reach the region of 
the hepatic flexure. Multiple, small, radio- 
lucent filling defects seen in the transverse and 
descending portion of the colon most likely 
represent fecal material. No evidence of gross 
pathology is visualized.” 

Obviously, a film of this sort is of little 
value; the barium does not extend beyond the 
hepatic flexure of the colon, and either polyps 
or retained fecaliths in the colon have pro- 
duced this x-ray picture. Certainly the colon 
must be prepared so that any fecal material 
that might simulate an organic lesion is not 
retained. 

Recently | saw a woman who was having 
crisislike attacks of pain in the upper part of 
the abdomen. She also had a gallbladder type 
of dyspepsia, but the x-ray report was that 
of a duodenal ulcer. | asked to see the x-ray. 
I never operate on a patient without review- 
ing the films myself, and if | am not satisfied 
with the report, I take the film to the roent- 
genologist and have him explain it to me; if 
we are not satisfied, another film is made. An 
abnormal rounded area was evident on the 
roentgenogram of this woman’s duodenum 
which, with the crisislike attacks of pain, 
could have been the shadow of a crater of a 
penetrating duodenal ulcer. Instead of allow- 
ing her to continue on a medical regimen 
(she lived several states away), I strongly 
urged that she be operated on. At operation 
she was found to have a penetrating ulcer on 
the posterior wall of the duodenum with a 
crater that you could put the tip of your little 
finger in, and she had a thick-walled gall- 
bladder without gallstones. The important 
point that | want to make is that with the pa- 
tient’s history of crisislike attacks of pain and 
the x-ray shadow that looked as though there 
was an ulcer crater in the duodenum, the x-ray 
report was only “duodenal ulcer.” Look at the 
films yourself and evaluate what you see in 
relation to the patient’s history, his age and 
the effect of the disease. 

This man has been bleeding for eight years: 
he is 77 years of age. Should he be subjected 
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to gastric resection on a 75 per cent assump- 
tion that his bleeding is in the duodenum? 
Certainly not. He is 77; he has managed for 
eight years, and he is probably going to get 
along for another eight or more. In other 
words, the points to be considered are the 
patient’s age, the duration of symptoms. and 
whether the symptoms are getting worse. They 
are not getting worse in this case. In my ex- 
perience, a bleeding gastrointestinal lesion 
that is not found during surgical exploration 
practically never causes a fatal hemorrhage. 

Do we always know all the causes of gastro- 
intestinal hemorrhage? No, we do not. | think 
it still remains one of our two or three most 
important problems in the diagnosis of ob- 
scure intra-abdominal lesions. Another diag- 
nostic problem is that presented by the patient 
who has attacks of pain after removal of a 
diseased gallbladder containing stones when 
the attacks simulate those experienced prior 
to cholecystectomy, although there is no his- 
tory of biliary obstruction, and results of a 
CHOLOGRAFIN® study are negative and do not 
indicate a lesion of the common duct. 

Do not forget the percentages of errors 
in a clinical evaluation and in laboratory data. 
We like to emphasize our accuracy of diag- 
nosis, but there is always a percentage of error 
which may include the particular patient we 
are studying. 

The Cholografin study is accurate in 86 per 
cent of cases, but | have taken many stones 
from common ducts of patients who never had 
jaundice. In fact a third of the patients with 
stones in the common duct do not have jaun- 
dice; two-thirds have not had chills or fever 
but still have stones in the common duct. The 
negative shadows of stones that are less than 
| cm. in diameter are difficult to see in the 
intravenous Cholografin study. 

Bear in mind that a gastric ulcer on the 
posterior wall can produce pain on the left 
side and that the pain sometimes simulates 
that associated with cardiac disease: the same 
also applies to cholecystitis and especially if 
pancreatitis also is present. A definite per- 
centage of patients having cholecystitis have 
abdominal pain on the left side, and in many 
it is referred to the precordial area so that an- 
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gina is suspected: these pains, however, dis- 
appear with the removal of the diseased gall- 
bladder. 

Remember that patients who have abdomi- 
nal pain, who have lost weight, and who are 
anemic usually have lesions, whether or not 
you are able to feel them or see them roent- 
genographically. These patients are entitled 
to the benefit of abdominal exploration. Fre- 
quently a neoplasm of the pancreas is found. 
Early recognition of these lesions is another 
of our problems in the diagnosis of obscure 
intra-abdominal lesions. In one case | removed 
a carcinoma of the tail of the pancreas as 
small as the end of my finger which, never- 
theless, had produced severe attacks of pain 
in the back and abdomen with the patient 
feeling more comfortable when leaning over— 
all symptoms associated with large inoperable 
lesions particularly in the body of the pancreas. 

A fifth of the lesions occurring in the head 
of the pancreas are inflammatory. Therefore. 
if a lesion in the head of the pancreas is pro- 
ducing an obstructive jaundice and is so fixed 
that it cannot be removed easily. there is a 
20 per cent chance that it is inflammatory, 
and radical resection of the head of the pan- 
creas should not be performed. Biliary intesti- 
nal anastomosis would be a better procedure 
to use: in about six weeks, after the jaundice 
has subsided and the condition of the liver 
has improved, re-exploration can be carried 
out. A specimen removed for biopsy may miss 
the carcinomatous lesion, which may be small 
and surrounded by a larger area of inflamma- 
tion in the head of the pancreas. A Vim Silver- 
man or other type of needle used to obtain 
materials for microscopic examination also 
may miss the tumor. So one must rely a great 
deal on the feel of the pancreatic tumor, its 
fixation, the condition of the patient, and the 
degree of jaundice present. 

A few years ago the results of radical resec- 
tions of the head of the pancreas were very 
discouraging. However, in recent years. when 
this operation is confined to patients having 
small, hard tumors of irregular size that have 
not become attached to the blood vessels go- 
ing to the liver but can be removed readily, 
it has been followed by a five year survival 
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rate of 15.8 per cent in the experience of one 
of my colleagues. It is important to remem- 
ber that this rate is almost as high as the five 
year survival rate—18 per cent—following 
gastric resections for patients having grade 4 
carcinomas of the stomach with glandular in- 
volvement. Further, it should be remembered 
that there are malignant localized lesions in the 
head of the pancreas that lend themselves to 
radical resection by the Whipple-Brunschwig- 
Waugh method. 

The five year survival rate for radical resec- 
tion of carcinomas of the ampulla is 38.4 per 
cent, and, obviously, such a procedure should 
be done for this condition. 

In summary the important points | would 
like to convey to you are as follows: 

1. Do not be satisfied with the x-ray report 
of an inoperable lesion until you have ex- 
amined the patient thoroughly and can prove 
that such is the case. In fact, an exploratory 
operation may be necessary to prove its in- 
operability. 

A few days ago I operated on a 78 year old 
woman who had a deforming lesion in the 
upper part of the stomach which | thought, 
judging from the roentgenogram, would prob- 
ably require total gastrectomy. Fortunately, 
enough uninvolved stomach was located above 
the lesion so that I could do a subtotal gas- 
trectomy and preserve the fundic end of the 
stomach. The lesion was one that the patholo- 
gists now call a “blue cell” type of small cell 
carcinoma; that is, like carcinoma of the cer- 
vix in situ, | am told. When I saw this woman 
in consultation, the temptation to do nothing. 
in view of her history and the x-ray studies, 
was very strong; in fact, | was practically cer- 
tain that we were going to find an inoperable 
lesion, because a lesion which appears as ex- 
tensive as this one did in the x-ray is usually 
a scirrhous type of carcinoma, a type that is 
frequently highly malignant, requires total 
gastrectomy and often has metastasized. 

2. Less frequent causes of gastrointestinal 
bleeding are gastric polyps which may be large 
or small and which may be malignant. That 
is one of the reasons polyps of the stomach 
should be removed. Another reason is that 
they frequently bleed and anemia results. 
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3. Gastrointestinal bleeding may occur 
from diverticula of the stomach and, less fre- 
quently, of the duodenum. Food accumulates 
in these diverticula, inflammation results and 
bleeding occurs. 

If the x-ray examination of the stomach 
doesn’t reveal a gastric or duodenal lesion, 
one might suspect an early lesion of the am- 
pulla of Vater or of the pancreas, and the duo- 
denum should be opened and the ampulla 
examined, 

In most patients the gastric diverticulum is 
so located on the posterior wall of the stom- 
ach, just lateral to the cardia, that it cannot 
be approached as well or removed as accu- 
rately through the gastrohepatic omentum as 
through the lineal gastric ligament, reflecting 
the fundus of the stomach mesially. 

That brings up a principle of surgery which 
I think is important: The diverticulum must 
be found. I have searched for hours for the 
stump of a common duct or hepatic duct above 
a stricture and have been about ready to give 
up, but by sticking to it I have found it. If 
you have that thought, “I have to do it, I have 
no choice,” or “I have two choices—I have to 
find it, I have to find it,” you usually do find it. 

Some of these patients are nervous and to- 
day they may have been given one of the tran- 
quilizing drugs. In my opinion, the use of 
tranquilizing drugs has increased the diffi- 
culty of making an accurate diagnosis of an 
obscure abdominal lesion. Jaundice resulting 
from THORAZINE® may simulate an extra- 
hepatic biliary obstruction, and occasionally 
| have operated on such patients. 

4. Early distress may sometimes indicate 
a gastric lesion but roentgenograms may fail 
to show it, and 10 years later others may still 
fail to show it. After another year, the patient 
may have fatigue, anorexia and melena, and 
an ulcerating lesion in the stomach. At opera- 
tion the lesion is found to be so large that it 
has penetrated to the liver, necessitating a 
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partial hepatectomy in addition to the sub- 
total gastrectomy. 

There is no doubt that in certain patients 
with extensive malignant tumors of low de- 
gree of malignancy, a block resection of adja- 
cent involved tissue is worthy of the additional 
risk, even though it is necessary to take out 
an important part of an important adjacent 
structure. 

5. One may be misled by clinical and lab- 
oratory data. For instance, an intravenous 
cholangiogram may show a crescentic defor- 
mity at the lower end of the common duct 
shadow, and the patient suspected of having a 
common duct stone may, in reality. have car- 
cinoma of the ampulla. 

6. Radical resection for carcinoma of the 
ampulla of Vater and the head of the pan- 
creas has been carried out successfully in a 
number of cases by the Whipple-Brunschwig- 
Waugh method. On one patient I did a radi- 
cal Whipple resection in 1946, and he is still 
without apparent metastasis 10 years later. His 
course since his operation has been interest- 
ing. The operation was done in the early 
period of this type of surgery, when the cut 
end of the pancreas was sutured over closed 
instead of suturing it open to the end of the 
jejunum. In the former, of course, occlusion 
of the pancreatic duct results and pancreatic 
secretion does not enter the intestine. My pa- 
tient has three attacks of abdominal pain a 
year. I have explored him twice, thinking he 
might have metastasis, but he does not; he 
has a recurring pancreatitis, probably because 
of the occlusion of the pancreatic duct. The 
surgical manifestation of the pancreatitis is 
the shortening of the pancreas and its rope- 
like contour. 

Finally, I call your attention to the fact that 
resection of the head or the tail of the pancreas 
in some very severe cases of pancreatitis, with 
relief of the obstruction, will frequently re- 
lieve the patient’s attacks of pain. 


POSTGRADUATE MEDICINE 


| 


SYMPOSIUM 


Gastrointestinal Bleeding 


WILLIAM D. HOLDEN,' ALTON OCHSNER,* 
HYMER L. FRIEDELL* AND AUSTIN B. CHINN* 


BD. HOLDEN ( Moderator): The gentlemen on 
this distinguished panel have all had wide ex- 
perience in the field of gastroenterology in 
their respective specialties—surgery, radiolo- 
gy and internal medicine. We have prepared 
several questions to initiate the discussion of 
problems common to the syndrome of gastro- 
intestinal bleeding, and we also have a few 
points to make about uncommon findings. 


Estimate of Blood Loss 


When a patient who has bled massively is 
seen in the emergency ward of a hospital or 
in his home—let us say a middle-aged man 
who has vomited a copious amount of blood. 
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or who became faint and shortly thereafter 
passed a large tarry stool—the physician rec- 
ognizes immediately, from the history and 
physical examination, that hemorrhage has oc- 
curred. However, there is one question which 
he must try to answer at once, and that is how 
much blood the patient has lost. Dr. Chinn, 
how would you evaluate the blood loss? 

DR. CHINN: There are various ways to set- 
tle this question. In our experience the blood 
levels immediately after bleeding episodes do 
not necessarily reflect the volume of blood 
loss, and therefore an attempt to measure 
hemoglobin, red cell count and hematocrit 
may not provide an answer in the immediate 
posthemorrhage period. Consequently we uti- 
lize other measures, including blood pressure 
readings and pulse rate, to ascertain the 
amount of shock. It seems to me that the best 
way to estimate this factor is to combine all 
these findings—blood pressure, pulse rate. 
hematocrit. hemoglobin, and so on—and to 
watch them as one observes the patient over 
a period of time. Often this permits a con- 
clusion as to the relative volume of blood loss. 

DR. HOLDEN: Dr. Friedell, various workers 
have advocated determining the blood volume 
or plasma volume in an effort to estimate 
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blood loss. Could you tell us anything about 
the value of a plasma volume determination 
with either T-1824, tagged red cells or radio- 
active iodinated albumin in the presence of 
active bleeding? 

DR. FRIEDELL: It is true that many efforts 
have been made utilizing radioactive sub- 
stances of one sort or another to determine 
something about the blood mass—that is. 
either the plasma or the red cell volume. In a 
case of moderate bleeding. where. let us say. 
500 ec. of blood or perhaps a little more is 
lost out of a total of 5000 cc., the difference 
is only about 10 per cent. Biologic measure- 
ments are not accurately made at this level. 
and you can see that even if the blood loss is 
quite large the percentage of the total mass is 
still small. Therefore, | think that on the whole 
the estimates are not very accurate if one 
measures the peripheral blood, whether it is 
the red cell mass or the total plasma volume. 
No matter how it is done, it is difficult, but if 
we could measure the blood in the gastroin- 
testinal tract in some way. then we would have 
a much better picture of the situation. In 
other words, if blood which previously had 
heen properly tagged appeared in the gastro- 
intestinal tract in reasonable amounts, it could 
he measured. 

Recent efforts along these lines are much 
better than were the earlier ones. Dr. Chinn 
and I were interested in making measurements 
of plasma volume early in the days when we 
tagged protein with radioiodine. We found it 
rather difficult to estimate modest blood losses. 
We now have a good method of tagging the 
red cells. by means of chromium’*'. a radio- 
active element which is detected rather readi- 
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ly. The chromium”' gets into the red cells and 
stays there. Once it gets out of the red cells it 
cannot get back in, because its chemical char- 
acter has changed. By detecting the chromi- 
um”, one can be sure that red cells are appear- 
ing in the gastrointestinal tract and one can 
make good quantitative measurements. It is. 
of course, difficult, if the patient is actively 
bleeding into the stomach, to get some of the 
blood out of the upper gastrointestinal tract. 
However. by measuring all the stools for radio- 
activity one can estimate pretty well how much 
bleeding has occurred. Recent studies in this 
direction have been very satisfactory. 

DR. HOLDEN: These methods are still com- 
plicated and certainly not generally available. 
The percentage of error is great. especially if 
these different technics for determining plas- 
ma and blood volume are not used frequently. 
From the practical point of view, it has al- 
ways seemed to me that careful serial examina- 
tion of the hematocrit, appreciating the fact 
that dilution of the blood takes place rapidly 
and promptly after gastrointestinal bleeding. 
and progressively for many days thereafter. 
gives perhaps as satisfactory a determina- 
tion or estimation of the changes in total vol- 
ume in the vascular system as anything avail- 
able today. Would you agree with that, Dr. 
Ochsner? 

DR. OCHSNER: Yes. | would. and I agree also 
with Dr. Chinn’s contention that a general sur- 
vey of the patient is important. I do not think 
one can overestimate the clinical picture. It 
tells us a great deal, together with the hemato- 
crit. Of all the laboratory methods. | believe 
serial hematocrit determinations are the most 
valuable. 
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Definitive Diagnosis 


DR. HOLDEN: After we have some general 
idea of the extent of bleeding, based on his- 
tory and physical examination, pulse rate, 
blood pressure, hematocrit, and so on, it still 
is important in most instances to make a seri- 
ous effort to establish a definitive diagnosis. 
That is not always possible, as every physician 
here knows. Nevertheless there are various 
methods which will assist in determining the 
origin of the bleeding—whether it is due 
to peptic ulcer, esophageal ulcer, neoplasm, 
esophageal varices, benign tumors of the stom- 
ach, and so on. 

Dr. Chinn, what would you do in the way 
of diagnostic study for a middle-aged man 
who obviously had bled massively up to the 
time he was admitted to the hospital and in 
whom efficient blood replacement had been 
accomplished? Would you do certain labora- 
tory procedures immediately, or would you 
wait a day, or two, or a week? 

DR. CHINN: Again, of course, that. depends 
on the patient. It seems to me that the most 
critical diagnostic decision and the one to be 
made as early as possible in most cases is 
whether the patient has liver disease or wheth- 
er he is bleeding from some intrinsic lesion of 
the upper gastrointestinal tract. Assuredly, 
that differentiation often is difficult, but I be- 
lieve one should go about it as follows: First, 
does the patient have liver disease? Of course, 
we see intrinsic lesions of both the stomach 
and the duodenum in the presence of liver 
disease, but the absence of liver disease or at 
least obvious evidence of liver disease lessens 
the problem somewhat. Therefore, the first 
critical point to rule out is the presence of liver 
disease. A large liver, particularly in a patient 
with a history of alcoholism or other precipi- 
tating causes of liver disease, is good evidence 
that that organ deserves investigation. Under 
those circumstances one would certainly want 
to know whether there were esophageal vari- 
cosities or whether the patient was bleeding 
from hypoprothrombinemia or some other 
cause implicating the liver. 

As to esophageal varicosities, I believe 
radiologic examination affords the best oppor- 
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tunity for their discovery, and | am sure Dr. 
Friedell will discuss that. Tests for liver fune- 
tion are helpful if one has the time to do them: 
in a grave emergency there may not be time. 
In my experience, liver function tests are not 
necessarily accurate in the presence of pro- 
found gastrointestinal hemorrhage. The BROM- 
SULPHALEIN® test has been found seriously 
altered in instances of massive gastrointesti- 
nal bleeding, presumably because of faulty 
hepatic blood flow. So | am not impressed by 
the desirability of complicated liver function 
determinations unless there is very good rea- 
son to suspect liver disease. 

The next step is to discover the lesion in the 
upper gastrointestinal tract, if at all possible. 
I know of no better method than by careful 
roentgenologic examination done with scrupu- 
lous care and with the understanding of the 
patient. It is most desirable to perform this 
kind of procedure at an early date, irrespec- 
tive of whether you intend to advise surgical 
intervention or whether you plan to treat the 
patient medically. So | would say that in the 
absence of evidence of liver disease the next 
obvious diagnostic step is careful roentgeno- 
logic examination. 

DR. HOLDEN: Suppose you had done some 
liver function tests, Dr. Chinn, and the labora- 
tory reported that the prothrombin content of 
the blood was 50 per cent. What significance 
would you attach to that finding if the test had 
been done 24 hours after the onset of the 
bleeding? 

DR. CHINN: I do not think I would attach 
too much importance to it as a cause of the 
bleeding. Levels such as that, | understand 
from my confreres in hematology, are very un- 
common as a cause of massive bleeding. 

DR. HOLDEN: You would not necessarily ac- 
cept it as an indication of poor liver function? 

DR. CHINN: No, particularly in view of the 
fact that the patient presumably has had a 
massive hemorrhagic episode. 

DR. HOLDEN: Certainly one of the most im- 
portant diagnostic efforts in massive gastro- 
intestinal hemorrhage is the differentiation of 
primary hepatic disease with associated gastro- 
intestinal bleeding from intrinsic lesions of the 
gastrointestinal tract. If surgical intervention 
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is contemplated and one can make this differ- 
entiation preoperatively, the whole procedure 
goes more satisfactorily. 

I certainly agree with Dr. Chinn that liver 
function tests are not of value unless the re- 
sults are markedly distorted. Prothrombin lev- 
els of 15 or 20 per cent and Bromsulphalein 
retention of 30 or 40 per cent are significant. 
of course, but with findings such as these there 
usually is overt evidence of chronic hepatic 
insufficiency such as jaundice or ascites. 

The suggestion has been made frequently 
that once the patient is relatively stabilized 
he should be taken to the x-ray department 
and given a barium swallow to determine 
whether varices are present or whether any 
gross lesion of the stomach or duodenum can 
be visualized. My own experience has been 
that about the time he gets to the x-ray depart- 
ment he starts vomiting blood. Dr. Friedell, 
what do you think about this? 

DR. FRIEDELL: It is true that we don’t like 
it if he is bleeding very actively. 

DR. HOLDEN: He never is when he leaves 
the floor, you understand. 

DR. FRIEDELL: It may be that just the 
thought of having an x-ray examination initi- 
ates the bleeding. 

DR. HOLDEN: | could agree with that. 

DR. FRIEDELL: I do believe x-ray examina- 
tion should be conducted early when there is 
active bleeding and a diagnosis has not been 
established. We are understanding more and 
more about how to handle these patients and 
are beginning to be more effective in exam- 
ining them. With our modern understanding 
of shock—and that is really what you fear pri- 
marily, an excessive loss of blood during the 
examination—we are much less afraid to con- 
duct the examination. That means, of course. 
that various measures must be readily avail- 
able if difficulty arises; under such circum- 
stances the patient should have a thorough 
radiographic examination. 

One point | want to make is that we should 
get away from the little piddling studies which 
consist of giving a small amount of barium 
and taking an evanescent look at the fluoro- 
scopic screen. For an examination to be ef- 
fective, it must be reasonably thorough. We 
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may have to be modest in our approach: we 
cannot manipulate the patient as we would if 
he were not bleeding. Nevertheless I feel we 
should be fairly thorough, and in most in- 
stances the examination can be quite effective. 
We have learned from our own records and 
from those of others that about 50 per cent of 
cases of gastrointestinal bleeding are due to 
peptic ulcer, and therefore by taking a fairly 
good look at the duodenum and visualizing 
the curvatures of the stomach we have half of 
the story. 

Of course, varices may be responsible, de- 
spite the fact that the clinician may feel there 
is no liver disease, and so we like to look 
rather carefully for them. This is a less effec- 
tive examination than that for peptic ulcer, but 
the radiologist should take a look at the lower 
end of the esophagus and the upper end of the 
stomach. If we can examine the patient well 
enough to determine whether there is a mark- 
edly deformed bulb or an ulcer niche some 
place, we have made an important contribu- 
tion in the examination of the stomach. 

One of the things that distresses us is that 
bleeding often occurs in gastritis. Here it usu- 
ally is due to superficial ulcers. The radiologist 
is much less effective in establishing the cause 
in this instance, but at least I think we can 
rule out any gross abnormalities such as pep- 
tic ulcer. 

DR. HOLDEN: Dr. Ochsner, do you agree with 
the early use of a gastrointestinal series for 
diagnostic purposes? 

DR. OCHSNER: | certainly do. I was glad to 
hear Dr. Chinn and Dr. Friedell both say that 
they felt a roentgenologic examination during 
acute bleeding is justifiable. | have always felt 
that it is. 

DR. FRIEDELL: | would like to add that in 
the case of a patient who starts to bleed when 
he gets to the x-ray department, as Dr. Holden 
indicated—that is, the bleeding had subsided 
and now is starting again—we ought to make 
certain he is not going to bleed excessively 
and perhaps go into shock. Some radiologists 
from foreign countries have suggested that the 
radiology department should be prepared to 
handle patients whe are in shock right then 
and there, keeping them in the department 
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until they recover and then going on with the 
examination. If they are getting worse, or if 
their bleeding starts again, I think they need 
to have further medical study. If they are 
bleeding continuously, I suppose it makes 
little difference if they are on the fifth floor 
or on the second floor. The important thing is 
that they should be examined, and we are 
ready to do it. 

DR. HOLDEN: Dr. Chinn, suppose all these 
studies fail to reveal any lesion of the gastro- 
intestinal tract and do not suggest a lesion of 
the liver that might be related to esophageal 
varices. Would you do a gastroscopic or an 
esophagoscopic examination before seriously 
contemplating a laparotomy? 

DR. CHINN: I personally do not know enough 
about the effectiveness of esophagoscopy to 
answer that question. | am not impressed by 
the amount of information afforded by gas- 
troscopy. Without knowing that the patient is 
not bleeding from the esophagus, it would be 
very hazardous to pass a gastroscope into the 
stomach. Even if one presumes that he is not 
bleeding from the esophagus, gastroscopy is 
an uncertain enough procedure under the best 
circumstances. 


Management 


DR. HOLDEN: In managing a patient who has 
had a gastrointestinal hemorrhage and who 
has been fairly well stabilized, many doctors, 
hoth internists and surgeons, place a tube in 
his stomach and simultaneously feed him. This 
approach has always puzzled me. Sometimes 
suction is applied intermittently, and some- 
times the stomach is washed out once or twice 
a day. The main point, however, is that the 
patient is fed simultaneously with having a 
tube in his stomach. On the other hand, many 
physicians will not feed such a patient. They 
will place a tube in the stomach principally to 
keep the gastrointestinal tract decompressed, 
because a certain amount of ileus not infre- 
quently is associated with hemorrhage. There 
may be actual organic obstruction at the end 
of the stomach if the bleeding is due to a duo- 
denal ulcer, and the patient will be kept on 
constant suction. The tube is placed in the 
stomach also to determine whether there is 
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continuing bleeding from the stomach or the 
duodenum. Now, Dr. Chinn, these are two 
rather contrary approaches in the conserva- 
tive therapy of bleeding in the upper gastro- 
intestinal tract. What are your opinions of 
these approaches? 

DR. CHINN: First, I would say that I see no 
virtue in putting a tube in the stomach and 
feeding the patient through the tube unless 
there is something very radically wrong with 
his swallowing mechanism. Granted that one 
might be able to bathe the area under ques- 
tion in a more sustained fashion by dripping 
something through the tube, but actually | 
cannot see any value in doing both at once. As 
far as the questionable value of feeding the 
patient as compared with keeping the stom- 
ach empty by tube is concerned, | think both 
measures have some very real validity. 

As I understand the current opinion as to 
the most harmful effect in peptic ulceration. 
the problem seems to be neutralization of 
hydrochloric acid, or at least removal of the 
hydrochloric acid and enzymes from the en- 
vironment of the ulcer in order to lessen pro- 
teolytic activity which could further digest the 
ulcer and at the same time could digest the 
clot which presumably is forming in the base 
of the ulcer. 

My natural inclination as an internist has 
always been to feed the patient, and I have 
not seen many instances when I have felt sorry 
for doing that. But I certainly would see no 
reason to quarrel greatly with the procedure 
of constant gastric aspiration, which in effect 
accomplishes the same thing. By feeding the 
patient, you accomplish adsorption of hydro- 
chloric acid and enzymes, in the long run ex- 
actly the same result as you attain by remov- 
ing them mechanically. Mechanical removal 
poses the added problem of maintenance of 
electrolytes and fluids. Both measures have 
very definite validity, although I would prefer 
to feed the patient. 

DR. HOLDEN: How do you feel about that. 
Dr. Ochsner? 

DR. OCHSNER: | think there is an additional 
very valid reason for employing tube drain- 
age. Most of these patients are vomiting, and 
the straining during retching will increase the 
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bleeding tendency. One of the greatest advan- 
tages of tube drainage is that it empties the 
stomach of the peptic acid juice and also gets 
rid of the blood which is extremely unde- 
sirable in any case but particularly in one of 
bleeding. 

DR. HOLDEN: It is difficult to generalize 
about this particular approach, but I agree in 
general with Dr. Ochsner. | feel quite strongly 
about placing the patient on gastric suction. 
at least for the first two or three days. It is 
not essential to feed the patient by mouth; in- 
travenous feeding is satisfactory. The com- 
bination of decompressing the intestinal tract. 
avoiding emesis and the associated increased 
motility, and knowing where you stand with 
respect to gastric or duodenal bleeding far 
outweighs the advantage of feeding the patient 
orally. 

I think one must distinguish somewhat be- 
tween a patient who is bleeding perhaps mas- 
sively but intermittently, and one with only 
slight but continuous bleeding. The latter pa- 
tient undoubtedly does very much better, at 
least in my experience, than the former with 
oral feeding serially throughout the day. The 
patient with massive bleeding who is admitted 
to the hospital in shock is the one I would like 
to see on constant gastric suction until | am 
sure he is no longer bleeding, that he is not 
going to vomit, that an ileus is not develop- 
ing. and that he can take oral feeding satis- 
factorily. 

It is difficult also to generalize about the 
very important problem of the decision to 
perform a laparotomy. While it depends on 
the individual patient, there are certain prin- 
ciples involved in making it, especially when 
a definite diagnosis of the source of bleeding 
cannot be reached. 

Dr. Chinn, what principles govern your de- 
cision to operate on a patient who is bleeding 
or who has bled massively from the upper 
gastrointestinal tract? 

DR. CHINN: Do you mean on an emergency 
basis? 

DR. HOLDEN: Yes. The patient comes into 
the hospital after having bled massively. You 
restore his pulse and blood pressure and watch 
him carefully, and perhaps he continues to 
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bleed a little or has another massive hemor- 
rhage. Do you continue to treat him conserva- 
tively? Do you operate on him? 

DR. CHINN: Basically, there is one question 
we must answer with respect to immediate 
operation, and that is whether bleeding does 
or does not stop. Certainly in the overwhelm- 
ing majority of cases of peptic ulceration and 
other conditions such as gastritis the bleeding 
will stop spontaneously. It seems to me that to 
operate on an emergency basis on a patient 
who has a massive hemorrhage and stops bleed- 
ing is not a wise decision. Certainly that pa- 
tient will be much more stabilized later on. 
| believe continued bleeding is a justifica- 
tion for operation, however, and when | say 
“continued bleeding” | mean either recurrent 
bleeding or continuation of the bleeding after 
the patient has been stabilized and is under 
hospital treatment. It makes little difference 
whether the bleeding occurs immediately after 
hospitalization or a number of days later. 
There is good evidence that such a_ patient 
represents a very considerably increased risk 
and deserves surgical treatment. 

DR. HOLDEN: Can you anticipate which pa- 
tients might have recurrence of bleeding or 
might continue to bleed? Is there a group on 
whom one should operate more promptly than 
others? Some writers divide these patients 
into groups under 40 years of age and over 
40; all those over 40 should be operated on 
immediately, and all those under 40 should 
not. Can you make broad statements such as 
those. Dr. Chinn? 

DR. CHINN: As far as I know, previous hem- 
orrhages increase materially the chance of re- 
current hemorrhage. In other words, a patient 
who has had two bleeding episodes from pep- 
tic ulceration is much more likely to have a 
third episode; at least this is true in duodenal 
ulcer. Some statistical evidence that we ac- 
cumulated a few years ago demonstrated that. 
I believe. At the same time, our figures did 
not indicate that recurrent hemorrhage was 
more likely among older persons than among 
younger ones. Bearing in mind the obvious in- 
creased risk of hemorrhage that an older per- 
son has, | do not believe the likelihood of re- 
current hemorrhage is any greater than for a 
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younger person, provided he had not had 
previous hemorrhagic episodes. 

DR. HOLDEN: The data you accumulated at 
University Hospitals indicated that the most 
serious situation involved an elderly man who 
came into the hospital with a massive hemor- 
rhage which either continued or stopped and 
then recurred, is that right? 

DR. CHINN: Yes. 

DR. HOLDEN: And the mortality rate in such 
cases is very high with either medical or sur- 
gical treatment? 

DR. CHINN: That is true. 

DR. HOLDEN: Dr. Ochsner, do you have any 
different ideas about the decision to do a 
laparotomy? 

DR. OCHSNER: No, although | thought | dis- 
agreed considerably with Dr. Chinn’s state- 
ment until toward the last. | was going to take 
exception to what he said, because as far as | 
can remember I have never seen a young man 
bleed to death from a peptic ulcer. I would 
put the age higher than 40 years; I think less 
than 50 is perfectly all right. | cannot recall 
seeing anyone less than 50 years old bleed to 
death from a peptic ulcer. In patients past 50, 
one has to be extremely careful, and if they 
continue to bleed the hazard in waiting is 
considerable. 

No surgeon would prefer to operate on a 
patient in the presence of active and massive 
hemorrhage, but | am convinced that an emer- 
gency operation will give better results than 
waiting to see if the bleeding will stop. Arthur 
Allen demonstrated that a number of years 
ago at the Massachusetts General Hospital in 
Boston. | am talking about the older patient 
whose blood volume has been re-established 
and who is apparently stabilized but who con- 
tinues to bleed. Such a patient should have a 
resection. The mortality rate will be higher, 
obviously, than for other patients undergoing 
resection, but conservative therapy will carry 
an even higher mortality rate. 

DR. HOLDEN: | would certainly agree with 
Dr. Ochsner’s statement that the patient who 
has bled badly and whose blood has been 
replaced is a very much better risk both medi- 
cally and surgically than one who is allowed 
to continue to bleed for two, three or four 
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days. The latter patient has gone three or four 
days without eating, without getting a good 
caloric or protein intake, and for the most part 
has been lying in bed with a gastrointestinal 
tube in situ; he is not nearly as good a surgi- 
cal risk as is a patient who comes into the hos- 
pital, receives two or three units of blood 
quickly, is stabilized, and then undergoes 
operation. 

DR. OCHSNER: There is another reason why 
I think it is desirable to operate when the pa- 
tient continues to bleed. A considerable num- 
ber of such patients may be operated on sub- 
sequently, and | believe anyone who has bled 
massively should be operated on subsequently 
because they are going to bleed again. In quite 
a few instances when you do operate you can- 
not find any lesion to account for the bleeding, 
and those are the ones which disturb me. On 
the other hand, if we find blood in the stom- 
ach at the time of operation and can find noth- 
ing to account for it, that is an indication, as 
Ferguson has brought out, for doing subtotal 
gastric resection. In most such cases the bleed- 
ing is due to a small mucosal ulcer in the stom- 
ach, so small that one cannot see or feel it dur- 
ing the operation; it isn’t until the pathologist 
gets the specimen that he is able to tell where 
this mucosal bleeding is coming from. 

DR. HOLDEN: That leads to the next ques- 
tion. Dr. Ochsner, what do you do when you 
find a mildly cirrhotic liver and dilated tribu- 
taries of the portal vein, without any gross evi- 
dence of peptic ulceration or any intrinsic le- 
sion of the upper gastrointestinal tract? 

DR. OCHSNER: First | would determine the 
portal pressure. | would not be content with 
trying to determine whether or not the bleed- 
ing was coming from a varix on the basis of 
the appearance of the liver. If | found portal 
hypertension, and if gastrotomy and duode- 
notomy had been done and a careful examin- 
tion of the intestinal tract had failed to reveal 
evidence of any disease (and it may not 
have), then I probably would do nothing. The 
incision probably would not be the one I would 
like for a portacaval shunt or a splenorenal 
shunt. But, as I already stated, if I found 
blood in the stomach and if there was no evi- 
dence of portal hypertension, then I would do 
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gastrectomy. A number of times we have oper- 
ated on these patients subsequently, we could 
find nothing, and they bled again. We oper- 
ated on them during the bleeding episode and 
did a gastrectomy, and found a small mucosal 
ulcer. 

DR. HOLDEN: That small mucosal ulcer fre- 
quently is close to the cardio-esophageal junc- 
tion, in my experience. Is that true of your 
cases, too, Dr. Ochsner? 

DR. OCHSNER: Yes; it usually is in the 
magenstrasse on the lesser curvature, and fre- 
quently posteriorly. For that reason I think 
one should always take out all the lesser curva- 
ture. I do not object to leaving a fairly good 
segment of the greater curvature intact, but | 
think that one should remove all of the lesser 
curvature. 

DR. HOLDEN: Let us go back for a moment 
to the other patient we were discussing. the 
one with mild cirrhosis and presumably bleed- 
ing from esophageal varices. I think we should 
close the patient’s abdomen and then insert 
an esophageal balloon to control lower esopha- 
geal bleeding. Is that what you would do, Dr. 
Ochsner? 

DR. OCHSNER: That is right. 

DR. HOLDEN: How long would you leave this 
balloon in place before reducing the pressure 
to find out if you are still faced with a prob- 
lem of massive bleeding? 

DR. OCHSNER: Of course, here the physi- 
cian is between the devil and the deep blue 
sea. If you do not leave it long enough, bleed- 
ing will continue: if you leave it too long. 
pressure necrosis will ensue. We like to leave 
the balloon in place about 48 to 72 hours and 
then decrease the pressure and leave the tube 
in situ for another 24 hours. If bleeding does 
not occur, then we pull out the tube. 

DR. HOLDEN: Is that your policy, too, Dr. 
Chinn? 

DR. CHINN: I think that is very sound. 

DR. HOLDEN: I believe that in general most 
physicians and surgeons around the country 
take that attitude. Some attempt to reduce the 
pressure after 24 hours of continuous com- 
pression, but most of them leave the balloon 
36 or 48 hours, decompress the bag, leave the 
tube in situ for an additional 24 hours, and 
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then remove it if there is no evidence of bleed 
ing at that time. 

Suppose, Dr. Ochsner, that two hours afte: 
you reduce the pressure you find that the stom 
ach is full of blood again. What then? 

DR. OCHSNER: I would reinflate the tube anc 
give it a second trial. If bleeding occurre: 
then, I think an emergency procedure woul! 
be in order. We do not like to do an emer- 
gency portacaval shunt because most of these 
patients have severe liver disease; we do one 
of the less radical procedures, which we call 
temporary expedients. One is a transesopha- 
geal suture of the esophageal varices, a pro- 
cedure popularized by Dr. Crile here in Cleve- 
land. We have not had very good results with 
it because most of these patients have severely 
damaged livers; we have lost three patients be- 
cause of failure of the esophagus to heal. We 
prefer a procedure which is somewhat make- 
shift, a temporary expedient consisting of liga- 
tion of the coronary vein and ligation of the 
splenic artery. These are procedures which 
have been suggested before and have been 
discarded because they are not definitive. In 
a few instances we have done transesophageal 
injection of the varices with sclerosing agents. 
Again, this is a temporary expedient to get 
the patient “over the hump” so that the hepa- 
tologist can treat him, evaluate him, get his 
liver in shape so that a definitive portacaval 
shunt can be done. I think this emergency 
operation is to keep him from bleeding to 
death, and although the ideal procedure is to 
decompress his portal pressure, the risk of an 
emergency portacaval shunt is too great. We 
have done it only once, and the patient fortu- 
nately survived. 

DR. HOLDEN: Some surgeons feel that mere- 
ly ligating the coronary vein in an effort to 
interrupt this pressure gradient between the 
portal vein and the esophageal varices is not 
enough, even as an emergency procedure. 
They propose that even as an emergency pro- 
cedure one could carry out a complete transec- 
tion of the upper portion of the stomach in the 
infra-esophageal area, including the mesen- 
teries, followed by reanastomosis of the stom- 
ach. How would you feel about this proce- 
dure, Dr. Ochsner? 


POSTGRADUATE MEDICINE 


| 
4 


DR. OCHSNER: My only objection to it is the 
same one | have to transesophageal suture of 
varices; i.e., we do not know enough about 
these patients. Most of them come in de novo: 
we have not seen them before: we do not 
know the condition of the liver; and I fear 
that the gastric wound may not heal. The ab- 
dominal wound breaks dewn in some of these 
cases, but that does not kill them; however, 
if the esophageal wound or the gastric wound 
breaks down, that does kill them. I am per- 
fectly willing to admit that ligation of the coro- 
nary vein is not a good operation, but we are 
doing a makeshift procedure to tide the patient 
over an acute emergency; then later on we will 
have time to decide on definitive treatment. 

DR. HOLDEN: Certainly the most important 
consideration is the patient’s general health 
and what he can stand at a particular time. 
If it is at all possible to control the bleeding 
by some conservative procedure, either medi- 
cal or surgical, then it should be done until 
you have a better opportunity to evaluate the 
patient completely and prepare him for a 
major surgical procedure. 

We have had only limited experience with 
transesophageal ligation of varices in acute 
bleeding, but it has not been good. In one 
case, for example, in which we could control 
bleeding, intense hemorrhage occurred again 
before we could prepare the patient for a 
major procedure. So | am not sure what place 
transesophageal ligation has in management 
of these patients. We still employ it but we 
hope some more effective conservative surgi- 
cal approach will appear. 


Role of Corticoid Therapy 


Many persons today are receiving cortisone 
for a variety of reasons—as temporary medi- 
cation, to tide them over allergic crises, for 
example, and also for relatively long periods. 
Surgeons are encountering more and more in- 
stances of peptic ulceration induced by the 
prolonged use of cortisone or one of its ana- 
logues. Has this been your experience, Dr. 
Chinn? 

DR. CHINN: Yes, | think peptic ulceration 
is a very common complication of the admin- 
istration of cortisone or one of the adrenal 
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steroids. If our concept of gastroduodenal ul- 
ceration is correct, it is only natural for this 
to be the case. We see it certainly in situations 
of stress, and perhaps that is the common de- 
nominator in all persons with this particular 
disease. Stressful situations presumably arise 
from or are accompanied by adrenocortical 
activity. | can see no reason to suppose that 
this is not a natural sequela of the adminis- 
tration of adrenocortical hormones. In addi- 
tion to reactivation of symptoms of peptic ul- 
ceration, we see instances where symptoms are 
induced for the first time during therapy with 
these steroids. 

DR. HOLDEN: Can you tell us anything about 
the physiology involved? Just why, aside from 
this broad concept of stress (which probably 
is not a very good word), does this occur? Is 
there a specific reason why cortisone or any 
of the glucocorticoids should produce peptic 
ulceration? 

DR. CHINN: I do not know. According to the 
work of Seymour Gray, which has been sub- 
stantiated in many laboratories, adrenocortical 
hormones will alter gastrointestinal physiology 
materially, to the extent of increasing the vol- 
ume of gastric secretion and motility. A great 
increase in volume of gastric secretion with 
its attendant rise in acid and enzyme is the 
most common single physiologic observation 
in duodenal ulceration. It is somewhat differ- 
ent in gastric ulcer, but it certainly is almost 
a consistent finding in duodenal ulceration. If 
that has anything to do with the pathogensis 
or development of duodenal ulceration, one 
would assume that the same physiologic altera- 
tions that take place under adrenocortical ac- 
tivity would be naturally followed by the same 
sequence of events. 

DR. OCHSNER: In your experience, are these 
ulcers that occur during corticoid therapy usu- 
ally gastric ulcers? 

DR. CHINN: | could not answer that precise- 
ly, because I do not have figures at hand. My 
general impression is that they are widely 
scattered. Certainly the vast majority of ul- 
cerations which occur following accidents. 
fractures and severe traumatic experiences are 
gastric ulcers. Most undisclosed peptic ulcers 
found at autopsy are gastric, so that it would 
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seem that gastric ulcer is more likely to de- 
velop under acute situations of stress than is 
duodenal ulcer. Whether or not this holds com- 
pletely true with the steroids, | could not say 
at this time. 

DR. FRIEDELL: We have been studying a 
number of patients who have been under cor- 
tisone therapy or medication of this type, and 
we find that most of the lesions are gastric 
ulcers and, surprisingly, that a considerable 


-number are on the greater curvature, which is 


somewhat unusual. The finding of an ulcer on 
the greater curvature always causes great con- 
cern to the radiologist, because about two- 
thirds of such lesions are malignant. We have 
been observing these patients rather closely, 
and apparently when they are taken off corti- 
sone therapy the ulcers do improve. Appar- 
ently they are benign and a result of the ther- 
apy. Our observations would indicate that 
most of them are in the stomach and many 
appear to be on the greater curvature. 

DR. HOLDEN: Dr. Chinn, do you see this 
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situation more frequently with one particular 
corticosteroid than with the others? And would 
you treat such an ulcer according to the same 
general principles which apply to treatment 
of peptic ulceration occurring spontaneously? 

DR. CHINN: To answer the first part of your 
question, we have observed cases of peptic 
ulceration occurring with cortisone therapy: 
we have seen it with METICORTEN®, and with 
ACTH. I cannot say at this time whether or 
not one specific product is more likely to give 
rise to ulceration than another. Treatment is 
precisely the same as for any other gastroduo- 
denal ulcer. 

DR. HOLDEN: In my own experience I have 
seen more of this ulceration as a result of the 
use of Meticorten. In several cases, a change 
of therapy to hydrocortisone has induced 
prompt healing of the ulcer. That is a very 
broad generalization and it does not hold true 
for everyone, because gastrointestinal ulcera- 
tion can develop in patients who receive hy- 
drocortisone alone. 


71. THE ALIMENTARY TRACT 


Preoccupation with what Sir Thomas More termed our daily easements 
is universal throughout the world, and man’s beliefs about the functioning 
of that beautiful system of geodesics that comprises the alimentary tract are 
as much influenced by folklore as by physiology. This interest has led to the 
subject being accorded a status varying between pastime and religion, and 
it behooves the doctor to walk warily when dealing with the obsessions and 
venerable traditions of his fellows. Between the pleasant—as in Harington’s 
‘Metamorphosis of Ajax’ where the reverent Fathers of the Church meditate 
on the divine mysteries while seated on the privy—and the unpleasant—as 
in the exploitation of the public by unscrupulous commercial advertising — 
lie the beliefs and worries, true and imagined, which call for attention. 
Physics and metaphysics are perhaps the real answers: but life is short. and 
a laxative is a surprisingly good substitute. 


James Ronald, Laxatives and aperients, The Practitioner, January 1957, pp. 80-35 
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Motion Picture Exhibit 


Myasthenia Diagnosis. Treatment 


Gravis and Management 


From a 16 mm. color film presented by 


THE MYASTHENIA GRAVIS FOUNDATION, INC. 


produced by 
STURGIS-GRANT PRODUCTIONS, INC, 


New York. New York 


THE MYASTHENIA GRAVIS FOUNDATION, INC. 


Motion Picture Committee 
Kermit E. Osserman, M.D., Chairman 
David Grob, M.D. 
J. E. Tether, M.D. 
Robert S. Schwab, M.D. 


Grateful acknowledgment is given to Thomas C. Fleming, M.D., for technical advice, 
and to The Mount Sinai Hospital, New York, for assistance in the production of the 
motion picture. which was made under a grant from Hoffmann-La Roche, Inc., Nutley, 
New Jersey. 


Film copyright MCMLV by The Myasthenia Gravis Foundation, Inc. 
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Introduction 


Myasthenia gravis is an abnormally rapid exhaustion of the muscles under volun- 
tary control. Whatever the muscular movement involved. there must be a return 
of power, at least in part. after a period of rest. for the diagnosis of myasthenia 
gravis to be made. 


Most patients have symptoms referable to the eyes, which close partially in spite of efforts to keep them 
open. This is the condition of ptosis, which may be unilateral or bilateral. 


i 


: Patients often have dysphagia, or difficulty in swal- The jaws may droop, and there may be weakness of 
. lowing. the neck muscles, with difficulty in holding up the 
head. 
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In some cases, as the disease develops, 
weakness of the limbs may be followed by 
weakness of the diaphragm and intercostal 
muscles, bringing on severe respiratory dis- 
tress, and requiring emergency measures 
such as the use of a respirator. 


An explanation of normal muscle physi- 
ology is important to an understanding of 
the condition. The resting muscle has a 
potential difference across its end-plate 
membrane, and is therefore said to be 
polarized. 


When an impulse reaches the endings of 
a motor nerve, acetylcholine is released, 
causing depolarization of the  end-plate 
membrane. A muscle action potential is 
initiated and muscle contraction occurs. 
The acetylcholine is quickly hydrolyzed into 
acetate and choline by the enzyme acetyl- 
cholinesterase, which is concentrated in the 
region of the end-plate. After this, the 
membrane is immediately repolarized and 
is ready to be acted on again. 


The available evidence indicates that my- 
asthenia gravis is due to the release, dur- 
ing neuromuscular transmission, of a curare- 
like substance, which, on the passage of 
successive nerve stimuli, progressively 
blocks the action of acetylcholine, with fail- 
ure of nervous transmission and of muscu- 
lar contraction. 
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Right. Quantitative measure- 
ment of the ability to exhaust 
neuromuscular function can 
be made with devices such 
as the ergograph. 


Progressive decrease in 
strength of the grip is shown 
on the tracing. 


Drugs which increase the concentration of acetyl- 
choline at the neuromuscular junction, such as 
neostigmine methylsulfate or edrophonium chlo- 
ride, are important diagnostic agents. The patient 
exhibits general fatigue and unilateral ptosis. 
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Left. A complete phys: al 
examination should be j er- 
formed on all patients 
pected of having myasthenia 
gravis. Measuring the range 
of extra-ocular movement 
and the strength of muscles 
which open and close the 
eyes is one of many tests 
performed. 


Thirty seconds after the injection of 2 mg. of 
edrophonium chloride both eyes appear equal. 
and the patient appears bright and cheerful. 
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Lejt. The drug selected, 
and its dosage, must be 
carefully suited to the 
individual patient. This 
woman exhibits typical 
weakness of the limbs, 
demonstrated by her 
difficulty in climbing a 
few steps. 


Right. After medication 
she can mount the same 
steps without hesitation. 
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Neostigmine bromide, MESTINON® 
bromide and ambenonium chlo- 
ride are the anticholinesterase 
drugs used in treating myasthenia 
gravis. By inhibiting breakdown 
of acetylcholine and stimulating 
the end-plate membrane, neuro- 
muscular transmission failure is 
prevented, 


With the accepted man- 
agement procedures in use 
today, nearly all patients 
with myasthenia gravis can 
be helped significantly, and 
most of them are able to 
lead relatively normal lives 
with supportive treatment. 
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Hines, Illinois 


Case Report 


Five years before entering Hines Veterans 
Administration Hospital, a 51 year old male 
Negro was admitted to another hospital with 
complaints of having had shortness of breath 
for one year, afternoon and evening fever of 
two months’ duration, and asthma for six to 
seven years. His asthma was characterized by 
wheezing, especially when in a dusty atmos- 
phere, and was “relieved” by smoking ciga- 
rettes. For a year prior to his admission, he 
had had shortness of breath on climbing two 
flights of stairs and had to rest after such exer- 
tion. He stated that he never had had heart 
trouble, ankle edema or high blood pressure. 
He had lost 15 lb. in weight in the past year 
and had had a cough but no hemoptysis during 
that time. 

The patient’s history disclosed that he was 
in World War I for one and one-half years 
and had served overseas. As a young man, he 
had had malaria but no other major adult dis- 
ease. In earlier years he had consumed a pint 
of whiskey a day. His occupation was that of 
a locksmith. The patient’s father was living 
and well; his mother died of asthma, and one 
sister died of hypertension. There was no other 
family disease. 
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CLINICOPATHOLOGIC 
CONFERENCE 


Report From Veterans Administration Hospital, 


Examination revealed that the patient had 
a mild productive cough but did not appear 
acutely ill. There was no enlargement of the 
heart: no thrills were palpable and no mur- 
murs were heard. The heart beat was regular. 
Wheezing breath sounds were heard through- 
out the chest. Crackling rales were heard 
above the scapula, intrascapularly and in the 
axilla, with a few rales at the lung bases. 

A chest x-ray showed a diffuse infiltration 
of the lung fields, more pronounced on the 
right side than on the left. There was partial 
obliteration of the costophrenic angle. The 
transverse cardiac outline was normal. Be- 
cause of the chest x-ray the patient was moved 
to a tuberculosis ward; however, repeated 
sputum tests were found negative for acid- 
fast bacilli. Urinalysis showed a specific grav- 
ity of 1.020, albumin 2 plus, sugar negative. 
cell count centrifuged 3 to 4 red blood cells 
per high power field. Repeated urinalysis was 
negative for albumin and sugar. The blood 
count was within normal limits; Kahn and 
Wassermann tests were negative. Some fre- 
quency and nocturia developed, but the pa- 
tient refused cystoscopy. During the period of 
hospitalization, his temperature was taken 
once daily and varied from 99° to 102° F. 

The patient left the hospital, discharged as 
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AWOL, and two years later entered another 
Veterans Administration hospital where he 
was treated for two years. After having had 
gastric washings, bronchoscopy and LIPIODOL® 
study of the lungs, he was told he did not 
have tuberculosis. 

When he was admitted to Hines Hospital 
for the first time, the patient complained of 
having had marked shortness of breath for 
one year, nocturnal dyspnea of one year’s 
duration, swelling of ankles and abdomen for 
a few weeks, and a 20 lb. weight loss. He ap- 
peared much older than his stated age of 51 
years. He was markedly dyspneic, even in an 
oxygen tent, and he was quite uncooperative. 
Tortuous vessels coursed across the scalp and 
the neck veins were markedly distended. The 
lips were cyanosed. There was a red macular 
eruption involving the lower half of the soft 
palate. The chest was markedly emphysema- 
tous with an increase in the anteroposterior 
diameter. Respiration was of the abdominal 
type. Expansion was equal and symmetric. 
Tactile fremitus and vocal resonance were nor- 
mal. There were many moist rales throughout 
both lung fields, especially at the bases. The 
apical impulse could not be felt, because of 
emphysema. The rhythm was regular and the 
rate was rapid (120). Blood pressure was 
120/68. The heart sounds could not be evalu- 
ated due to the noisy breathing. The periph- 
eral vessels were thickened and tortuous. 

The abdomen was slightly distended and 
there was some dullness in the flanks. The 
liver was palpable one to two fingerbreadths 
below the right costal margin. A fluid wave 
could not be palpated. There was marked 
clubbing of the fingers, and the nail beds ap- 
peared cyanosed. Pitting edema was present 
in both legs just above the ankles. A purpuric 
eruption involving the right arm, forearm and 
the right side of the chest and abdomen was 
beefy red in color and did not obliterate on 
pressure. Axillary nodes were present bilater- 
ally, but these were not large or exception- 
ally hard. 

The red blood cell count was 4,850,000, 
hemoglobin 15 gm.:; white blood cell count 
12.500 with a normal differential. Serologic 
study was negative. The blood nonprotein 
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FIGURE 1, Chest x-ray showing marked hilar 
involvement and diffuse areas of increased 
density throughout both lung fields. 


nitrogen was 28.8, total protein 6.6 gm. with 
albumin 2.1 and globulin 4.5. Prothrombin 
time was 41.5 per cent of normal. Cephalin 
flocculation in 24 hours was 1 plus, 48 hours 
3 plus. Results of the van den Bergh test were 
normal. The BROMSULPHALEIN® excretion test 
showed 5 per cent retention in 45 minutes. 
The vitamin C level was 1.8 mg. per cent. 
(Normal plasma contains 0.7 mg. per cent.) 
An electrocardiogram showed low voltage, 
right axis deviation and peaked P waves 
compatible with chronic pulmonary disease. 
DECHOLIN® circulation time was 20 seconds: 
ether circulation time 11 seconds. Vital ca- 
pacity measured 1.4 |., which was 36 per cent 
of normal. Admission chest x-ray showed mul- 
tiple strandlike areas of increased density 
scattered throughout both lung fields (figure 
1). Heart contours were normal and the gas- 
trointestinal series was negative. 

After receiving oxygen. digitalis, diuretics 
and antispasmodics, the patient’s general con- 
dition improved. After administration of peni- 
cillin his temperature, which had varied from 
normal to 101° F. at admission, returned to 
normal. The purpuric spots disappeared dur- 
ing admission examinations. He was dis- 
charged with instructions to eat a salt-free 
diet and to continue taking digitalis. 
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The patient was admitted four months later 


‘with similar symptoms; he was given the same 


treatment and discharged five weeks later. 
However, two weeks following this discharge 
he was readmitted because of recurrent dysp- 
nea and fever to 102° F. Physical examination 
at that time showed many moist rales through- 
out the entire lung fields. Wheezes and coarse 
rhonchi were audible. The apical heart beat 
was several centimeters to the left of the mid- 
clavicular line and there was a soft, short 
apical murmur. The liver was enlarged to five 
fingerbreadths below the costal margin and 
it was slightly tender. The predominant spu- 
tum organisms were beta Streptococcus hemo- 
lyticus and Neisseria catarrhalis. The patient’s 
condition became progressively worse, and he 
died on the twenty-seventh hospital day, which 
was eight months after his original admission 
to Hines. 


Discussion by Medical Consultant 


DR. GEORGE W. HOLMES: The interesting 
thing concerning this case is the fact that this 
patient’s death probably was attributed to a 
cardiac condition: however, the cardiac por- 
tion of the picture actually was the final and 
terminal stage. Because so many of these cases 
terminate in this way, a review of the death 
certificates is of no value in determining the 
extent of chronic suppurative diseases of the 
lung. In the larger medical clinics, the great- 
est percentage of cases probably represents 
the type just discussed. It also is interesting 
to note that the history taken elsewhere dates 
this patient’s disease or his asthma back ap- 
proximately 12 years. He died a little past the 
age of 50, and, in general, all chronic sup- 
purative diseases terminate before the patient 
reaches that age. Most victims of such dis- 
eases are signed out as cardiac cases, and 
many of them have a history of from 6 to 30 
years’ duration. 

In records from the hospital where this pa- 
tient first was admitted, no mention is made 
of cough and expectoration; but I daresay 
he had these symptoms even longer than the 
asthma. Asthma, as Chevalier Jackson has 
said, does not necessarily mean an allergy. 
It could be due to some bronchial obstruc- 
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tion; however, this is not likely in a case that 
goes on for 12 years. Bronchoscopy ruled out 
a tumor in this case. Up to the time of his 
last admission, this patient had a good blood 
count; nothing suggested a neoplasm. Benign 
tumors could exist, and such tumors can cause 
obstruction to the bronchi, which could result 
in retention of secretion and thus cause asthma. 
The patient had an afternoon and evening tem- 
perature which persisted through his final ad- 
mission and ranged up to 102° F. The tem- 
perature was reduced to normal by the use of 
penicillin, which indicates that he had some 
type of secondary infection of the pyogenic 
group which respond to the antibiotics. There 
was no evidence of any tuberculosis. Certainly. 
over 12 years, a positive sputum would have 
been found in this case. 

The patient’s urine showed albumin on 
some occasions and on other occasions only 
a trace. The cardiac picture of a cor pulmo- 
nale with electrocardiographic evidence and 
right heart-failure did not appear until he was 
admitted here. At that time his symptoms were 
more marked and he had a picture of a chron- 
ic pulmonary suppurative disease complicated 
by a cor pulmonale and aggravated by pul- 
monary hypertension. The tortuous vessels 
over his scalp and neck, which later disap- 
peared, probably were due to the rather 
marked cardiac failure he had on his admis- 
sion. One interesting finding of all the labora- 
tory work that was done was the picture of the 
total blood protein of 6.6 gm. with albumin 
2.1 and globulin 4.5. He had a reversal of 
the albumin-globulin ratio. Now this is only 
on one test, and perhaps it should have been 
confirmed, but such a reversal goes along with 
certain types of chronic pulmonary disease 
such as tuberculosis and the possibility of sar- 
coid disease. It is not a good way to make a 
diagnosis of sarcoid disease, but it is one of 
the helpful laboratory tests. 

I believe this could be called a case of pro- 
gressive chronic pulmonary suppurative dis- 
ease which was of at least 12 years’ duration 
and associated with asthma, as all chronic pul- 
monary diseases are. The asthma is due to the 
patient’s sensitivity to his own bacteria, and 
with an acute exacerbation, the patient will 
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vespond with wheezes and a typical picture of 
asthma which usually can be relieved with 
\DRENALIN®. The probability is chronic sup- 
purative disease and I would say that, statis- 
tically, bronchiectasis would be the number 
one choice because of its frequency. It would 
have to be a bronchiectasis involving all lobes. 
which would be a questionable congenital 
bronchiectasis. A congenital bronchiectasis 
probably is a congenital cystic disease of the 
lung. Where congenital cystic disease of the 
lung leaves off and congenital bronchiectasis 
begiis is a difficult question, because these 
conditions both involve malformations of the 
lungs and bronchi budding off from the origi- 
nal trachea. 

The second choice probably would be an 
old pulmonary tuberculosis which was rather 
diffuse, as this condition existed in all lobes. 
The occurrence of a diffuse pulmonary tuber- 
culosis involving all lobes is not common. It 
does occur, and there are forms of tubercu- 
losis which seem to smolder, with healing fol- 
lowing the disease. just as a fire creeps across 
a prairie. A positive sputum is very difficult 
to find in these cases. As a general rule in 
such cases the disease is more marked in the 
apical region and then diminishes. As the dis- 
ease progresses, it pulls the lung up into the 
apex of the chest and more and more emphy- 
sema occurs in the lower lungs. This condi- 
tion is representative of the picture seen in 
the person who has far-advanced bilateral pul- 
monary tuberculosis and pulmonary emphy- 
sema and who is very short of breath. Usually 
the lower bases of the lungs are relatively 
clear. so the case we are discussing does not 
quite fit the picture. The fact that no tubercle 
bacilli were found at any time minimizes the 
possibility of tuberculosis, although it has to 
be considered. 

Another condition similar to tuberculosis 
would be sarcoid, which would have a nega- 
tive sputum and which could be a diffuse dis- 
ease involving all lobes. The reversal of the 
albumin-globulin ratio and the tuberculin test 
would be most helpful, although they can be 
positive in sarcoid disease. 

Other chronic pulmonary diseases such as 
the fungous infections must be considered; 
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however, it seems likely a fungus would have 
been isolated at some time in this case. The 
organisms found on culture were relatively 
benign. Such organisms can be found in al- 
most anyone with chronic suppurative disease 
or chronic sinusitis. 

After having dealt with the primary chron- 
ic diseases, we must consider chronic diseases 
secondary to a partial obstruction in the tra- 
cheobronchial tree, such as some benign 
papilloma which may have secondary infec- 
tion beyond it. As a general rule, they are not 
as symmetric as the x-rays show in this case. 
The possibility of some type of pneumoconio- 
sis or fibrosis in the lung, secondary to an 
exposure in coal mines or some other silica- 
concentrated environment, would have to be 
considered. One would have to be exposed to 
a lot of silica for a long time to get this much 
fibrosis extending from the apex to the bases. 
It would have to be extensive and progressive 
to lead to a cor pulmonale. However, it is al- 
ways speeded up by a secondary infection 
such as usually occurs in such cases. 

Probably the most likely of all these pros- 
pects would be some very unusual chronic sup- 
purative disease. Sarcoid or fibrosis of the 
lung, secondary to a pneumoconiosis, would 
be the most likely, because of the extensive 
disease from the apex to the base. These con- 
ditions, either chronic suppurative disease of 
obscure origin or chronic diffuse bronchiecta- 
sis (or cystic disease), are complicated at all 
times by secondary infection. The infection 
becomes more chronic and, in both cases, the 
disease is progressive with fibrosis, ultimately 
leading to a pulmonary hypertension compli- 
cated by a failing heart, as evidenced in this 
case. Actually, in the terminal stages, the 
problem is of a cardiac nature. We know that 
the right heart does not have much reserve, 
and, since there is no way of stopping this 
process, it always will end in just this fashion. 


Postmortem Examination 


DR. OLIVER STONINGTON: The evident diag- 
noses are as follows: (1) bilateral bronchiec- 
tasis with pulmonary fibrosis and_ bilateral 
bronchopneumonia: (2) chronic passive con- 
gestion of the lungs with pulmonary emphy- 
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FIGURE 2. Microscopic section of lung 
showing fibrosis, emphysema, granulation 
tissue and suppurative disease. 


sema; (3) right ventricular hypertrophy with 
dilatation: (4) right hydrothorax and bilater- 
al pleural adhesions; (5) pulmonary osteo- 
arthropathy of the fingers: (6) Meckel’s diver- 
ticulum: and ‘7) chronic passive congestion 
of the liver. 

On opening the thorax there were some ad- 
hesions of the lungs to the anterior and pos- 
terior chest walls on both sides. There was a 
pleural effusion on the right with approximate- 
ly 500 ce. clear serosanguineous fluid in the 
right pleural space. There was very little fluid 
in the left pleural cavity and there were a few 
cubic centimeters of fluid in the pericardial 
sac. The heart weighed 390 gm. and there was 
a marked dilatation of the right auricle and 
of the right ventricle. Compared with the left 
heart, the trabeculae carneae of the right heart 
were markedly enlarged. The right ventricular 
wall was 1 cm. thick and the left ventricular 
wall had a thickness of 1.5 cm. The valves 
were intact and there was no increase in the 
circumference of any of the valves over nor- 
mal. The right lung weighed 930 gm. and the 
left lung weighed 800 gm. The surface of both 
lungs presented many emphysematous blebs, 
and on transection of the lungs much purulent 
material exuded from bronchial dilatations 
which were concentrated in the upper part of 
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the left lower lobe and in the lower part of the 
lobes, due to stasis. Perhaps this patient had 
bronchiectatic areas which we could not see 
and which Dr. Holmes suggested might be ob- 
literated by emphysema. The remaining parts 
of both lungs were very moist and dark red in 
color. The trachea was filled with mucopuru- 
lent material but there was no obstruction to 
the trachea or the bronchial tree by adenoma. 
The mediastinal lymph nodes were enlarged 
and on transection showed heavy black an- 
thracotic pigment with no caseation. The liver 
weighed 1,450 gm. and was red in color: the 
surface was smooth and a cut section disclosed 
a mottled appearance. The kidneys and spleen 
were not remarkable. 

This patient had bronchial asthma and 
chronic nonspecific infection, probably the 
etiology of bronchiectasis. Figure 2 shows col- 
lections of anthracotic pigment in the sub- 
pleural lymphatics. The general picture of this 
section, which was taken from the periphery 
of the lung, is one of increased density of tis- 
sue illustrated as secondary to a marked pro- 
ductive fibrosis of the whole area. Also shown 
is a bronchiole, a branch of the bronchial tree 
with no cartilage around it. Normally, it would 
be 1 mm. or less in diameter since that is the 
size of bronchioles that start just distal to 
the termination of cartilage. This bronchiole. 
measuring 4 by 2 mm. in size. is dilated. Very 
little mucosa remains and there is no mus- 
cularis at all. The wall is infiltrated with lym- 
phocytes and mononuclear cells and any re- 
maining mucosal epithelium is low cuboid, 
which is what is found in the bronchial tree 
distal to the beginning of the bronchioles. 
Semetimes a squamous metaplasia of lining 
epithelium is noted. The submucosa is filled 
with blood vessels resembling granulation tis- 
sue. The entire area beneath it is fibrotic and 
infiltrated with lymphocytes. 

In the part of the lung where some alveoli 
remain, the alveolar walls are thickened: in 
the areas of emphysematous dilatation. they 
are markedly thinned out. Where there is no 
dilatation they are thickened by fibrosis and 
lymphocytic infiltration. 

The liver showed no increase in fibrous tis- 
sue in the portal area or in the number of bile 
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ducts. On following the liver cells from the 
periportal area, they seemed fairly normal 
next to the portal vein and bile ducts. Ap- 
proaching a central vein the sinuses became 
wider and filled with blood, which means that 
the liver cord cells had shrunk as the sinuses 
became larger, representing atrophy of the 
liver cords from pressure of passive conges- 
tion. The laboratory tests do show that there 
was some liver damage, and certainly it is 
histologically evident. 


Discussion 


DR. HOLMES: The question has been raised 
concerning Friedlander’s infection. A chronic 


Friedlander’s infection of the lung could show 
a picture similar to this one except that it is 
never quite as symmetric and bilateral: usu- 
ally, it is more marked on one side. It would 
be very difficult to differentiate pulmonary 
tuberculosis from chronic Friedlander’s infec- 
tion. Rather small irregular cavities are char- 
acteristic of this disease: however. one x-ray 
did show a small cavity in the upper part of 
the lung which could have been an indica- 
tion. | think Friedlander’s infection of the 
lung would have to be included with the more 
or less obscure chronic suppurative diseases, 
other than pulmonary tuberculosis. that go 
with the fungi. 
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72. USE OR ABUSE OF BARBITURATES 


Surveys of the prescriptions issued under the National Health Service 
in Scotland and in Great Britain in 1949 and 1951, respectively. showed 
that prescriptions for hypnotics and sedatives formed some 15 per cent of 
all drugs prescribed. In 1952, the United States pharmaceutical industry 
produced and sold 300 tons of barbiturates, representing well over one bil- 
lion doses of this particular type of hypnotic alone. It is a significant com- 
mentary on the tensions and pressures of present-day conditions or on the 
prescribing habits of doctors that such drugs should constitute far the 
largest single group of prescriptions, and there is every reason to suppose 
that the proportion has increased in the last few years. 

It is perhaps slightly paradoxical to find that the use of amphetamine 
has also vastly increased. No doubt this is to some extent the result of its 
frequent employment in the treatment of obesity, but it is also widely pre- 
scribed for its stimulant effect on the central nervous system. This simulta- 
neous increase in the number of prescriptions for depressants and stimulants 
of the central nervous system can be ascribed in part to our “stop and go” 
method of modern living which like our “stop and go” motorcar driving is 
apt to be very wearing on the mechanism. The average city dweller seems 
to want to turn consciousness off and on like a tap. “I don’t know.” says the 
young woman in The New Yorker, “whether to take a Benezdrine and go to 
the party or to take a Seconal and go to bed.” 


D. M. Dunlop, The barbiturates and other sedatives, 
The Practitioner, January 1957, pp. 26-33 
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MEDICAL EDUCATION WEEK 


Education Week, instituted last 
year, calls attention to a vital segment of our 
educational structure. It serves to make the 
nation cognizant of the contributions of medi- 
cal education to our welfare and to emphasize 
the needs for the future. 

Not only have the 84 medical schools of 
this country brought instruction and, conse- 
quently. medical care to the highest standards 
in history. but they have also led in research, 
which is vital to further progress. This year, 
the story is being recounted once again. 

While medicine is considered an expensive 
item in the framework of higher education, in 
relation to both its direct and indirect bene- 
fits to the public, it is inexpensive insurance 
for our present well-being and for the future 
of all mankind. 

The American public has always been 
prompt to appreciate a problem of this magni- 
tude, and from such an understanding comes 
a willingness to supply financial assistance 
when it is needed. There is every reason to ex- 
pect that, when made familiar with the pres- 
ent situation through such media as Medical 
Education Week, the American people will 
rise to the occasion, as always. | 

J. ROSCOE MILLER 


President, Northwesten University 


436 


Postgraduate 
Medicine 


Editor-in-Chief: 
CHARLES W. MAYO, M.D. 


Contributing Editor: 
MORRIS FISHBEIN, M.D. 


Executive Editor: 
SYLVIA COVET 


MEDICAL EDUCATION WEEK 


Tue week of April 21 to 27 has been desig- 
nated “Medical Education Week.” The pur- 
pose is to focus public attention on the expand- 
ing contributions to American life made by 
medicine and, therefore, by medical schools. 

The project is jointly sponsored by the 
American Medical Association, the Associa- 
tion of American Medical Colleges, the Ameri- 
can Medical Education Foundation, the Na- 
tional Foundation for Medical Education, the 
Student American Medical Association and 
the Woman’s Auxiliary to the American Medi- 
cal Association. 

During this week, there will be a nation- 
wide effort to depict the medical school as the 
foundation on which is built the entire struc- 
ture of medicine and health; to explain the 
effective endeavors of medical schools to edu- 
cate more physicians to meet the increasing 
needs and demands of the nation, consistent 
with high quality; to emphasize the medical 
school role in advancing medical science to 
the end that men may live longer, healthier 
and happier lives; to explain the wide range 
of medical school activities in teaching, re- 
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-carch, community service and medical leader- 
ship; and to emphasize the challenges for fu- 
ture advances. These plans should command 
the full support of all citizer ». 

In cities and areas having a medical school. 
open house periods and tours of the medical 
school will be of great educational value. Even 
in communities where there is no medical 
school, plans for Medical Education Week 
should be developed. Perhaps such areas de- 
serve even greater consideration, since the 
residents do not have direct contact with medi- 
cal schools and their services. 

The process of public education during this 
week should be carried out by medical schools, 
hospitals, medical societies and individual 
physicians. All available media should be em- 
ployed, including newspapers (following per- 
sonal discussions with editors), television and 
radio, and addresses before community or- 
ganizations. Special programs are being plan- 
ned in some areas where health and science 
fairs are being developed. Displays will be 
exhibited in store windows of such firms as 
Walgreen and Sears Roebuck and Co., whose 
managers throughout the country have been 
alerted and asked to cooperate with local medi- 
cal committees. 

Medical Education Week should provide an 
excellent opportunity for the dedication of 
new medical facilities, or for open houses and 
tours of existing medical and health facilities. 
There also may be many other effective de- 
vices, adapted to local conditions, for carrying 
out the basic aim of Medical Education Week: 
the education of the public to understand the 
tremendous contributions which medicine and, 
especially, medical schools have made to the 
health and welfare of the nation. 

VICTOR JOHNSON 

Director, Mayo Foundation for 
Medical Education and Research: 
Member, Council on Medical 


Education and Hospitals, 
American Medical Association 


TRENDS IN MEDICAL 
EDUCATION 


I\ an address given at the opening session of 
the University of Birmingham Medical School 
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in England, Dr. Walter Bauer.’ chief of medi- 
cal services in the Massachusetts General Hos- 
pital, presented to his British listeners some 
rather pointed criticisms of medical education 
in the United States. Dr. Bauer recognizes 
that all men are not born truly equal, and 
that some graduates become better physicians 
than others, although all receive the same 
training. While men may not be equal, oppor- 
tunity should be. Much depends on the qual- 
ity of the men who are accepted for medical 
school, and the hope is to have less of a spread 
between the first man in the class and the last. 
Dr. Bauer recognizes also that teaching stands 
or falls with the teacher. With a good teacher, 
there is less worry about hours, programs, 
assignments, reports of laboratory work and 
examinations. 

In Dr. Bauer’s opinion, a disquieting trend 
in premedical education has been an appar- 
ent loss of regard for liberal education, in- 
cluding languages, classics and basic sciences. 
The knowledge of physical sciences and hu- 
manities is not antithetical. However, Dr. 
Bauer sees a need for broad general educa- 
tion rather than for narrow proficiency in 
some obscure corner of study. He believes 
that a three to four year college course, equal- 
ly divided between liberal arts and sciences, 
is adequate. One of the difficulties seems to 
be a rigid pointing toward medicine during 
the period of premedical education. The stu- 
dent should be permitted to pursue his intel- 
lectual interests while he is obtaining a bal- 
anced conception of both the humanities and 
science. 

Noting that applications for positions in 
medical schools have dwindled from 4:1 to 
2:1, appraisal of applicants assumes added 
significance. Dr. Bauer is convinced that 
grades are still the best guide, because poor 
students rarely turn out to be excellent physi- 
cians. Nevertheless, he also recognizes the 
necessity for evaluating both the curricular 
and the extracurricular college record and for 
appraisal by teachers who know the candidate 
personally. 

Much of Dr. Bauer’s paper is devoted to the 
usual questions about the curriculum. Almost 
as many views on this subject are available as 
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there are faculties of medicine. Dr. Bauer 
notes that the present structure of medical 
education was introduced more than 50 years 
ago but that the undergraduate phase of medi- 
cal education can no longer turn out physi- 
cians ready to embark on the practice of medi- 
cine. In faculties. departments are engaged in 
the continuous struggle to keep their tradi- 
tionally assigned proportions of time. The 
difficulty at present lies in the mass of new 
facts and information being developed by the 
research laboratories and the tendency to ac- 
centuate the social, psychologic and environ- 
mental facets of each patient’s problem. For- 
tunately. our medical schools are at present 
experimenting in this field and, conceivably. 
evolution will clarify the situation. 

Among other phases of medical education. 
Dr. Bauer discusses the teaching hospital, the 
status of the university teacher, residency pro- 
grams. postgraduate training and _ specializa- 
tion. He has been aware of conditions that 
prevail in Harvard Medical School and in 
Massachusetts but does not seem to have 
been in sufficiently close contact with situa- 
tions existing elsewhere to analyze such varia- 
tions adequately. He deals somewhat of a blow 
to the specialty boards in stating that they in- 
troduce an element of unwarranted pressure 
and great financial hardship on many compe- 
tent young doctors who, although not board- 
certified. would make fine additions to hos- 
pital staffs. Indeed, he states: 


Certainly in the academic field of medical 
education and research I see no need for spe- 
cialty boards. It seems to me that a good medi- 
cal education and three sound years of gradu- 
ate training—plus a year or more in a basic 
medical science—equip a man for research in 
medicine if he has the other indispensable 
qualifications. which include interest. origi- 
nality and creativeness. 


The address concludes with an expression 
of Dr. Bauer’s point of view of the American 
Medical Association. This deals primarily with 
the objections of that organization to federal 
subsidies for medical schools. Dr. Bauer be- 
lieves that proper legislation, with adequate 
safeguards to protect the autonomy of the 
medical schools, could hardly be called en- 
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croachment of government influence over th 
domain of the private practice of medicine. 
He concludes: 


I hope that the younger generation of doc- 
tors, working vigorously to express themselve- 
within the American Medical Association, wil! 
ultimately help to siphon off the element of 
entrenched, unyielding reaction, to the extent 
that it exists. In this way the profession’s 
view about the critical needs of the medical 
schools may be gradually broadened. 

MORRIS FISHBEIN 


REFERENCE 


1. Baver, W.: Reflections on some current trends in medical edu 
cation in America. Brit. M. J. 2:1443-1447 (December 22) 1956 


RESPONSIBILITIES OF 
A PROFESSION 


Iw an address before the last clinical con- 
gress of the American College of Surgeons 
Dr. Vannevar Bush,’ former president of the 
Carnegie Institution of Washington, D.C., ex- 
pressed some views relative to the special 
characteristics of those engaged in_profes- 
sions which are deserving of repetition and 
emphasis. 

Among the minority of people who think 
and speak on issues which confront the peo- 
ple, the most significant group, Dr. Bush be- 
lieves, is in the professions. “It is their pre- 
rogative, their duty,” he says, “to think for 
their fellows within the limits of their diverse 
specialties.” He defined a profession as in- 
cluding those who are the “possessors and cus- 
todians of a special field of knowledge ac- 
quired by long, assiduous study.” A profession 
may include those who derive income from 
salary rather than fees. If such workers are to 
maintain their individuality and relative in- 
dependence in a profession organized even on 
a voluntary basis, the members must be utter- 
ly unrestricted in their thoughts and actions 
as long as they remain within the law and 
within the code of the association itself. Every 
profession- has a symbolism, a ritual of its 
own. Finally, since every profession is sur- 
rounded by charlatans, and special privileges 
are bound to be abused, a profession must 
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have a means for maintaining standards and 
for disciplining those who violate a code. 

The characteristics mentioned do not, how- 
ever, include the fundamental principle of a 
profession. That. Dr. Bush believes, is the 
fact that the members of a profession minister 
to the people. They serve with dignity, with 
respect due to their skill and devotion. They 
demand the confidence of those whom they 
serve and they refrain from speaking with 
authority except in the area of their own com- 
petence. To this statement of what he con- 
siders to be the primary characteristic of a 
profession Dr. Bush adds: 


There is a corollary characteristic. The true 
members of a profession detach themselves 
from the mad scramble after this world’s 
goods. This does not mean, as it once so often 
did, that they abjure the fine things of life and 
retire into a monastery. In order to function 
with full effectiveness, a professional man 
needs a competence, that he may live in rea- 
sonable and proper manner, as befits his sta- 
tion and his mission. But when a man in the 
professions makes riches his primary goal, he 
ceases to belong to the profession in a true 
sense. 


Dr. Bush stressed both the privileges and 
the responsibilities of being a professional 
worker. In conjunction with his statement 
that professions are protected in their privi- 
leges by the law, he made a plea for recogni- 
tion by the medical profession of the rights 
and privileges of the ever-increasing numbers 
of technicians on whom medicine depends to- 
day. He feels that it is unfortunate that such 
technicians, including nurses, pathologists 
and many others, should be doomed to re- 
main permanently in an inferior status. “I 
wish,” said Dr. Bush, “that the profession had 
more adroit ways of admitting to full accept- 
ance, as special colleagues, those who excel 
in serving it so well.” This opinion may well 
raise again a question which has agitated 
medical organizations from time to time over 
many years—namely, whether medical organi- 
zation should be on a vertical or horizontal 
basis. In this connection some may remember 
when it was proposed in the newspaper field 
that a guild be organized which would put 
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all workers into one union with the editor 
and publisher, the reporters, compositors and 
pressmen and even the lowliest copyboy on 
an equal basis. 

For the position of prestige that they oc- 
cupy and for the privileges granted to them. 
members of a profession have responsibilities 
which include not only that of ministering to 
the public with dignity and skill but also the 
responsibility to lead people in their consid- 
eration of public questions and in the intrica- 
cies of their daily lives. This responsibility 
does not rest lightly on those who assume it. 
They are constantly subject to the suspicion 
that they are endeavoring, because of special 
competence in one field, to assume a special 
status in all fields. 

Another responsibility is that of enhancing 
and extending knowledge and understanding 
in the whole field of medicine. This obviously 
demands of the physician collaboration with 
all of the scientific professions adjacent to 
medicine. Such collaboration has been devel- 
oped particularly in the pharmaceutical field: 
but it also is needed, especially in these times. 
with the physicist, the biochemist and, indeed. 
with all of the workers who are associated with 
what are loosely called the basic sciences. 

As the medical colleges have become more 
and more closely associated with the univer- 
sities, the type of professional collaboration 
which formed the main thesis of Dr. Bush’s 
address is becoming more and more a matter 
of daily practice. This situation has raised 
again many questions related to the future 
development of medical colleges. Here medi- 
cine is faced with the dilemma of whether to 
locate in centers that are big enough to pro- 
vide an adequate number of patients for teach- 
ing purposes in the hospital or to select the 
small university towns which offer many ad- 
vantages for undergraduate study and asso- 
ciation with learned men in many fields, but 
which otherwise are not at all suited to the 
teaching of medicine. 


MORRIS FISHBEIN 
REFERENCE 
1. Busn, V.: Professional collaboration. Science 125:49-54 (Janu- 


ary 11) 1957. 
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RHEUMATISM IN CHAINS 


Fox years doctors have known that a certain 
percentage of patients with rheumatic pains 
and aches improve without any treatment ex- 
cept perhaps reassurance by the physician. 
Specific remedies against rheumatic disease 
are not yet known, although the value of cor- 
tisone and of aspirin is widely recognized. 
Nevertheless, for many years people with 
rheumatism have tried superstitious practices 
such as carrying a buckeye in a pocket, tying 
wire springs or rings on the toes, wrists or 
fingers, enhancing the power of suggestion. 

A few years have passed since a device 
called the Vrilium Tube was sold for a con- 
siderable sum to some of the leading poli- 
ticians in Chicago with the claim that this 
gadget would eliminate pain whenever applied 
to any portion of the body. The Vrilium Tube 
was found on investigation to contain merely 
a small amount of a calcium salt. A dumbbell- 
shaped plastic device called the Zerret Appli- 
cator, which cost about fifty cents to make 
and which sold for $50, was offered as a cure 
for rheumatic pains with the claim, “It will 
expand the hydrogen atoms of your being.” 
The promoters of this device—a woman 
florist and a taxicab driver—were prosecuted 
under the Pure Food and Drug Act. 

I have had several inquiries of late con- 
cerning a method of treating rheumatism 
which is being offered by a wealthy New 
Yorker to his friends, without any charge and 
apparently without any profit motive, but with 
the suggestion that its use will control rheu- 
matism. The device is simply little chains of 
the kind that are usually incorporated in key 
rings, which the user is supposed to wear 
around his wrists and ankles. The chains are 
brass and turn black during use. Thus far no 
one has indicated any special power against 
rheumatism in this device, but several per- 
sons of alleged intelligence have worn the 
chains for weeks before despairing. 

For Americans particularly, gadgets have 
a weird fascination, and attempts to introduce 
them as cures for rheumatism are perennial. 
Fifty years ago, the most commonly sold de- 


vice consisted of two heel plates—one of cop- 
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per and one of zinc—put at the bottom of the 
shoes to ground the rheumatism. 

The human being is a credulous animal. 
There will always be a market among those 
who have inordinately the will to believe. 


MORRIS FISHBEIN 


OCCUPATIONAL HEALTH 
CONGRESS 


Ove of the finest institutes on industrial medi- 
cine, described previously in PosTGRADUATE 
MepiciNnE.’ is located in Helsinki. Grants from 
the Finnish government, the Institute of Occu- 
pational Health, the Finnish Industrial Medi- 
cal Association, and a number of private in- 
dustries interested in occupational health are 
financing the Twelfth International Congress 
on Occupational Health, which will be held in 
Finland July 1 through 6, 1957. The Congress 
will meet under the chairmanship of Profes- 
sor Leo Noro, and the international commit- 
tee consists of representatives from many for- 
eign countries including Professors Ludvig 
Teleky and Robert Legge and Dr. Alice Ham- 
ilton from the United States. The Congress is 
open to all physicians, hygienists, engineers. 
industrial and public health nurses, research 
workers and teachers, and those associated 
with social security agencies. Those desiring 
to attend should send their applications with- 
out delay to the organizing committee in the 
office of the Congress at Haartmaninkatu 1, 
Helsinki. 

The Congress will include a competition for 
films, scientific and technical exhibits, and an 
extraordinarily modern and vital program. 
Among the subjects of interest to be discussed 
are industrial noise, human engineering, the 
industrial back, silicosis, industrial toxicology. 
teamwork in occupational health, and the haz- 
ards and prevention of radiation. The last- 
mentioned subject and industrial hygiene 
norms are to be presented by Professors A. A. 
Letavet and Z. B. Smeljansky of the U.S.S.R. 


° MORRIS FISHBEIN 
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1. Eprroriat: Occupational health. Postgrad. Med. 20:450 (October) 
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your patients with generalized gastrointestinal 
complaints need the comprehensive benefits of 


Tridal 


(DACTIL® + PIPTAL®-—in one tablet) 


rapid, prolonged relief throughout the G.I. tract 
with unusual freedom from antispasmodic 
and anticholinergic side effects 


“4 One tablet two or three times a day and one at bedtime. Each TRIDAL tablet 

P contains 50 mg. of Dactil, the only brand of N-ethyl-3-piperidy! 
LAKESIDE diphenylacetate hydrochloride, and 5 mg. of Piptal, the only brand 

14357 of N-ethyl-3-pipendyl-benzilate methobromide. 
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clinical re nse foll pattern’... 
response. OWS a pattern ... _ 
is-relieved, function returns, swelling subsides 

tenderness Isappea s.! Usually fis ma . 
in one or two days and complete within a week. 

systemic muscle adenylic acid therapy 

and in chronic calcific bursitis... 

subjective and objective 35 

i eo eg tients, the majority of whom had not previously = 
‘perienced any change in their “complaint- 
ns over periods of months to y gars 

Write Jor oroenure ana dosage schedul 

Susinno, A. Ma, and Verdon, R. Ee: 154:230,1954, 

AMES COMPANY, INC ELKHART, INDIANA 
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(VITAMIN K}, MERCK) 


“... vitamin Ki is more effective than any other 


agent now available in combating drug-induced 
‘‘Vitamin Ki appears to 
be equally effective by the oral or intravenous 
route.’’2 Beneficial effects are apparent in 6to10 
hours following oral use. 


Supplied: Oral MEPHYTON—tablets of 5 mg. of vitamin K ;, in bottles of 100. Emulsion of MEPHYTON 
—in boxes of six 1-cc. ampuls, 50 mg. of K; per cc 


References: 1. Gambie, J.R., et al. Arch. int. Med. 95:52, 1955. 2. Gamble, JR, et al. J. Lab. & 
Clin. Med. 42:805, 1953. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO..INC. PHILADELPHIA 1. PA. 
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©@ STAINING TRAY AND RACK OUTFITS 


puRPOSE: Microscope slide or cover glass staining. 
DESCRIPTION: Available in two sizes (13% by 914 
by 2 in. and 20 by 12 by 2% in.), units accom- 
modate either 50 or 22 slides of the 3 by 1 in. 
size. Each outfit has a stainless steel rack for 
cover glasses; the smaller rack holds 10 cover 
glasses and the larger one holds 12. Racks can be 
leveled by adjusting legs. A spout on the larger 
outfit permits continuous drainage when tray is 
used near sink or catch basin. Racks and trays 
are portable, durable and easily cleaned. 

propucer: Clay-Adams, Inc., New York. 


® GLASCO SUNDRY JAR SET 


DESCRIPTION: Designed to fit the special needs for 
such an accessory, this set consists of five labeled 
glass jars with stainless steel or colored (white, 
pink or blue) lids and a stainless steel rack and 
wall brackets. Curved handles on the rack facili- 
tate portability. The set may be hung on the wall 
or placed on a table or cabinet. 

propucer: Glasco Products Company, Chicago. 


Jor your 
avmamentarium 


Information published in this department 
is supplied by the manufacturers of the 
products described. 


VIDAYLIN®.T 
(New Form) 


PURPOSE: Nutritional supplement. 
composition: Each teaspoonful (5 ce.) contains: 


Vitamin A 1.5 mg. 
Vitamin D 20 ug. 
Thiamine hydrochloride 3 mg. 
Riboflavin 3 mg. 
Ascorbic acid 75 mg. 
Nicotinamide 20 mg. 
Vitamin By ... 3 ug. 
Pyridoxine hydrochloride 


DOSAGE AND ADMINISTRATION: 1 teaspoonful daily 
or as directed. 

HOW supPLiED: In 3 0z., 8 oz. and pint bottles. 
propucerk: Abbott Laboratories, North Chicago. 


LEUKERAN® 


PURPOSE: Palliation of some neoplastic lymphatic 
diseases. 
COMPOSITION: Each sugar-coated tablet contains 
2 mg. chlorambucil, a derivative of nitrogen 
mustard. 
DESCRIPTION: Leukeran is easier to handle, pro- 
duces fewer side effects and is not as damaging 
as nitrogen mustard and other related drugs to 
the hematopoietic system in therapeutic doses. 
INDICATIONS FOR USE: Treatment of chronic lym- 
phocytic leukemia, malignant lymphomas includ- 
ing lymphosarcoma, giant follicular lymphoma 
and Hodgkin’s disease. 
HOW supPPLIED: Bottles of 50. 
proDUCER: Burroughs Wellcome & Co. (U.S.A. 
Inc., Tuckahoe, N.Y. 

(Continued on page A-90) 
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symptomatic relief... plus! 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND 


tablets and syrup 


ACHROCIDIN provides early effective therapy for 
undifferentiated upper respiratory infections, espe- 
cially in the very young and very aged; nephritics; 
susceptibles to recurrent middle ear and sinus in- 
fections; those with diabetes, chronic pulmonary 
diseases, bronchial asthma of the infectious type, 
rheumatoid or rheumatic disorders. 


In addition to rapid symptomatic improvement, 
ACHROCIDIN Offers prompt, potent control of the 
bacterial component frequently responsible for com- 
plications leading to prolonged disability in sus- 
ceptible individuals. 


Adult dosage for ACHROCIDIN Tablets and new, 
caffeine-free ACHROCIDIN Syrup is two tablets or 
teaspoonfuls of syrup three or four times daily. 
Dosage for children according to weight and age. 


Available on prescription only 
Each tablet contains: 


ACHROMYCIN® Tetracycline 125 mg. 
Phenacetin 120 mg. 
Caffeine 30 mg. 
Salicylamide 150 mg. 
Chlorothen Citrate 25 mg. 


* Trademark 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK aD 
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New for Your Armamentarium 


NUGESTORAL® 


PURPOSE: Maintain pregnancy. 
coMPoOsITION: Each tablet contains: 
PROGESTORAL® (ethisterone) 15 mg. 
Hesperidin ... 175 mg. 
175 mg. 


diphosphate) ... 
Vitamin E (dl, alpha-tocopherol 
3.5 mg. 

contribute to fetal 
salvage and help create an optimal maternal en- 
vironment by nourishing the conceptus, by pro- 
tecting decidual vessels through preservation of 
capillary integrity, by preventing bleeding tend- 
encies and hemorrhagic diatheses commonly as- 
sociated with habitual abortion, and by giving 
added protection to the nutritionally inadequate 
patient. 
DOSAGE AND ADMINISTRATION: 3 tablets per day 
as soon as pregnancy is diagnosed and continued 
throughout gestation. 
HOW supPLieD: Boxes of 30. 
propuceR: Organon Inc., Orange, N. J. 


® PLACIDYL® CAPSULES 
(New Dosage Form) 


purPOsE: Nonbarbiturate hypnotic-sedative-tran- 
quilizer. 

composition: Ethchlorvynol. 

INDICATIONS FOR USE: Nervous or muscular ten- 
sion, mild anxiety or excitement and simple in- 
somnia resulting from these conditions. 

DOSAGE AND ADMINISTRATION: For tranquilization 
in average mild anxiety or tension, 100 to 200 
mg. two or three times daily; for insomnia, adult 
dose is 500 mg. 15 to 30 minutes before retiring. 
If patients use capsules for daytime tranquiliza- 
tion, they usually can relieve simple insomnia 
with only 100 mg. or 200 mg. taken at bedtime. 
HOW suUPPLIED: 100 and 200 mg. capsules in bot- 
tles of 100 and 1000. 

propucer: Abbott Laboratories, North Chicago. 


© COVER GLASS DISPENSER 


DESCRIPTION: A 1 oz. box for shipping, storing 
and dispensing cover glasses holds each separately 
in the molded wells of a plastic box bottom. Cover 
glasses may be withdrawn one at a time with fin- 
gers touching only the edges. Box design prevents 
sticking and sealing together of cover glasses, and 
little or no pressure is exerted on adjacent sur- 
faces. A lint-free cushion in the box top protects 
contents from lint and dust. All seven thicknesses 
of Corning brand optical cover glasses are avail- 
able in rectangles and squares in this pack. 
propucer: Corning Glass Works, Corning, N.Y. 
(Continued on page A-92) 


Rx Information 


Kolantyl 


Gel and Tablets 


Action: 

Bentyl* content affords spas- 
molysis and parasympathetic- 
depressant actions without the 
side effects of atropine. 


Rapid, Prolonged Antacid Relief 
... Balanced antacids — no lax- 
ation — no constipation 


Proven Demulcent Action... 
Helps protect normal cells, en- 
courages cellular repair 


Anti-enzyme Action... Necrotic 
pepsin and lysozyme action 
checked 


Composition: 

Each 10 ce. of KOLANTYL Gel or 
each KOLANTYL tablet contains: 
Bentyl Hydrochloride. ....5 mg. 


Aluminum 
Hydroxide Gel .......400 mg. 


Magnesium Oxide......200 mg. 
Sodium Lauryl Sulfate. ..25 mg. 
Methylcellulose ........100 mg. 


Dosage: 

Gel — 2 to 4 teaspoonfuls every 
three hours, or as needed. Tab- 
lets —2 tablets (chewed for 
more rapid action) every three 
hours, or as needed. 


Supplied: 
Gel —12 oz. bottles. Tablets — 
bottles of 100 and 1,000. 


1. Johnston, R.L.: J. Indiana St. M.A. 46:869, 
1953. 2. McHardy, G., and Browne, D.: Southern 
M. J. 45:1139, 1952. 


THE WM. S. MERRELL COMPANY 
New York + CINCINNATI * St. Thomas, Ontario 


*Merrell’s distincti i dic that is more 
effective than atropine—free from side effects of 
atropine.? 


T.M. “BENTYL’, KOLANTYL® 


Vitamin K (sodium menadiol 
: 
“ 
di 


ulcer therapy 


provides prolonged relief of ulcer pain.* 
Kolantyl: 1. Neutralizes acid, 2. Inhibits pepsin, 3. Re- 
lieves hypermotility and spasm through musculotropic 
action, 4. Relieves spasm through neurotropic action, 
5. Forms protecting demulcent, 6. Inhibits lysozyme. 
This combination of ulcer-combating ingredients in pleasant- 
tasting KOLANTYL Gel, or convenient tablets, makes rational 
its use as the medication of choice in peptic ulcer therapy. 


¥ 
Merrell 


Since 1828 


Pioneer in Medicine for Over 125 Years 
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New for Your 


BRADY INFUSUPPORT 


DESCRIPTION: This new tape appliance provides a 
secure and dependable anchor that holds needle 
and tubing firmly in position during infusions. A 
precision-cut collar, supported on a strip of surgi- 
cal tape forms the foundation of the appliance. 
The collar and three precut accessory strips are 
mounted on a pocket-size dispensing card. 
propuceR: Medical Products Division, W. H. 
Brady Co., Milwaukee. 


© DESITIN® COSMETIC AND NURSERY SOAP 


PURPOSE: Supermild cleansing. 

composition: Natural oils and antiseptic hexa- 
chlorophene. 

INDICATIONS FOR USE: Tender skin, acne, diaper 
rash, eczema, atopic dermatitis, “housewives” 
hands,” seborrhea, athlete’s foot, ete. 

HOW SUPPLIED: 3 oz. cakes. 
propucer: Desitin Chemical 
dence, R. I. 


Company, Provi- 


® CHARON 


PURPOSE: Bactericide and fungicide. 
COMPOSITION: Concentrate based on methylchloro- 
thymol, with a pH of 8. 

DESCRIPTION: Charon is also effective against 
spore-forming bacteria and Mycobacterium tuber- 
culosis. It is nontoxic, and instruments fresh from 
the solution may be used immediately on tissue. 
Its bactericidal action is not deteriorated by pro- 
teins in blood, nor is it activated in the presence 
of soaps or detergents. The product is completely 
self-contained, requiring no additives, either anti- 
protein or antirust; stable indefinitely in both con- 
centrate and solution under ordinary light and 
temperature conditions; and will not deteriorate 
any materials now being disinfected by chemical 
agents or by autoclave, or both. Its extremely low 
surface tension allows penetration of the smallest 
crevices of metals or fabrics. 

caution: After prolonged use, the normally clear 
reddish solution in dilution will turn cloudy, in- 
dicating that the solution should be renewed. 
HOW SUPPLIED: 2% oz. bottles and gallon jars. 


propucer: Heigate Products, Inc., Toledo. 


Armamentarium 


® PANTHO-F® 0.2% CREAM 
(New Dosage Form) 


PURPOSE: Treatment of dermatoses. 
COMPOSITION: 0.2 per cent hydrocortisone and 2 
per cent pantothenylol (PANTHODERM® cream) 
in a water-miscible base. 

DESCRIPTION: Effective in approximately 90 per 
cent of cases which respond to higher strength 
topical hydrocortisone, lower strength dosage of 
Pantho-F cream effects economy in treatment of 
extensive skin areas or. where continued therapy 
is necessary. For more stubborn cases, regular 
Pantho-F cream (1 per cent hydrocortisone with 
2 per cent pantothenylol) is still available. 
INDICATIONS FOR USE: Skin conditions which re- 
quire anti-inflammatory, antipruritic and healing 
therapy. 

DOSAGE AND ADMINISTRATION: Cleanse affected 
area and then gently rub in small amount of 
cream two or three times daily, or as required. 
HOW SUPPLIED: In 15 gm. and 2 oz. tubes and 1 
Ib. jars. 

propucer: U. S. Vitamin Corporation, New York. 


® ARISTOCRAT X-RAY UNIT 


DESCRIPTION: The unit has a full-size 81 in. table 
with motor drive tilting over a 105 degree range, 
an overhead x-ray tube support, an automatic 
fluoroscopic spot-film device, a powerful medium 
range transformer and control, plus two heavy- 
duty x-ray tubes. The automatic spot-film unit will 
accept 8 by 10 in. and 10 by 12 in. cassettes inter- 
changeably and will take up to four exposures on 
each film. The new Recipromatic Bucky grids 
clean up scattered radiation and produce clear, 
sharp film images. The interchangeable Bucky 
grids make it possible to carry out both conven- 
tional and newer high kilovoltage x-ray technics. 
Extra x-ray protection for personnel is afforded 
by folding steel panels. Generating facilities in- 
clude a 300 ma., 125,000 V transformer and con- 
trol, with provision for powering two separate 
x-ray tubes. The control has an electronic expo- 
sure timer with results from 1/60 to 15 seconds. 
propucer: General Electric Co., X-Ray Depart- 
ment, Milwaukee. 
(Continued on page A-94) 
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In 


allergic 
eczemas 


Meti-Derm CREAM 0.5% 


(METICORTELONE, free alcohol) 


Meti-Derm OINTMENT 0.5% 


with Neomycin 


each in 10 Gm. tubes 
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excellent response in eczematous dermatoses 


Meti-Derm CREAM 0.5% 


(METICORTELONE, free alcohol) 
water washable-—stainless 
benefits allergic dermatoses, usually without irritation 


Meti-Derm OINTMENT 0.5% 


with Neomycin 
5 mg. METICORTELONE and 5 mg. Neomycin Sulfate 
advantageous when infection is present or suspected 


Each irf 10 Gm. tubes 


Meti-Derm,* brand of prednisolone topical. 
MeTICORTELONE,® brand of prednisolone. 
*T.M. MD-J-217 
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Oatmeal 
Serving 


Quaker Oats and Mother’s 
Oats, the two brands of oatmeal 
offered by The Quaker Oats 
Company, are identical. Both 
brands are available in the 
Quick (cooks in one minute) 
and the Old-Fashioned varie- 
ties which are of equal nutrient 
value. 


The Quaker Oats @mpany 


CHICAGO 


April 1957 


It has long been known by nutritionists (and 
probably some laymen) that the standard serving 
of oatmeal and milk supplies 9 grams of readily 
available protein. Perhaps less well known is the 
biologically excellent quality of the protein content 
of the oatmeal breakfast dish. 


Quantitatively, rolled oats has a higher average 
protein content than any other whole grain cereal.! 
Nutritionally, the quality of the protein is reflected 
in the contained amounts of essential amino acids. 
Chemical analyses of cereal proteins reveal oats to 
be relatively rich in essential amino acids. Confirm- 
atory biological evidence for this is apparent from 
comparative studies of protein quality of various 
breakfast cereals.? 


Feeding tests with small animals and human sub- 
jects indicate the amino acids of rolled oats to be 
readily available for absorption and utilization be- 
cause of the high digestibility of oat protein. *: 4.5 
The high nutritional value of the rolled oats-and- 
milk combination was proved many years ago in 
human feeding experiments in which the protein 
value was studied in terms of maintaining nitrogen 
equilibrium.® The excellent quality of the combina- 
tion of proteins in the standard serving of oatmeal 
and milk is also evident in results of growth tests 
with weanling rats.” 

Readily available high-quality protein is impor- 
tant to children for growth promotion and develop- 
ment; it is important to adults for normal main- 
tenance and repair of tissue. The oatmeal-and-milk 
serving provides such protein, as well as valuable 
amounts of vitamins and minerals. 


. Watt, B.K., and Merrill, A.L.: Composition of Foods—Raw, 
Processed, Prepared, Washington, D.C., United States Depart- 
ment of Agriculture, Agricultural Handbook No. 8, 1950. 

. Sure, B.: Nutritional Values of Proteins in Various Cereal Break- 
fast Foods, Food Res. 16:161 (Mar.-Apr.) 1951. 

. Murlin, J.R.; Nasset, E.S., and Marsh, M.E.: The Egg-Replace- 
ment Value of the Proteins of Cereal Breakfast Foods, With a Con- 
sideration of Heat Injury, J. Nutrition 16:249 (Sept.) 1938. 

. Mitchell, H.H., and Block, R.J.: Some Relationships Between the 
Amino Acid Contents of Proteins and Their Nutritive Values for 
the Growing Rat, J. Biol. Chem. 163:599 (June) 1946. 

. Clark, L.C.; Ryer, H., and Murlin, J.R.: Relative to Egg Biological 
Values and Replacement Values of Some Cereal Proteins in Hu- 
man Subjects, J. Nutrition 38:405 (Aug.) 1949. 

. Sherman, H.C.; Winters, J.C., and Philips, V.: Efficiency of Oat 
Protein in Adult Human Nutrition, J. Biol. Chem. 39:53 (1919). 

- Quaker Oats Company Research Laboratories Project Report. 
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New for Your Armamentarium 


Gordon- 
Barach 
Support 


®@ O. E. M. MECHANICAL BREATHING AIDS 


PURPOSE: Treatment of pulmonary emphysema 
and associated chronic respiratory diseases. 
DESCRIPTION: Head Down Chair: An upholstered 
chair, available in a wide variety of colors, which, 
by the release of two catches, permits the patient 
to recline comfortably in a 20 degree head-down 
position. This position allows the weight of the 
viscera to raise the diaphragm automatically dur- 
ing expansion. Head Down Table: Permits the 
patient to lie in a head-down position at an angle 
adjustable between 15 and 21 degrees. Available 
in different colors. the table can support a 250 
lb. patient, and it folds into a compact, portable 
unit weighing 35 Ib. Gordon-Barach Support: 
A Spencer product, this belt is worn just below 
the umbilicus and assists the elastic recoil of the 
lungs by supporting the lower abdomen. It also 
increases intra-abdominal pressure, aids expira- 
tory ascent of the diaphragm, and increases dia- 
phragmatic breathing, thus producing more eff- 
cient ventilation of the lower lebes of the lungs. 
Mobile Cylinder Cart: A sturdy unit in a one- 
piece cast aluminum base with a deep well which 
will accommodate a DE or F cylinder. The cart 
can be pushed easily, allowing the patient to take 
exercise with oxygen, an extremely valuable aid 
in increasing body muscle tone in emphysematous 
patients. 

propucer: O. E. M. Corporation, East Norwalk, 
Conn. 


® BOILABLE PLASTIC SHEETING 


PURPOSE: Preserves sheets. pillows and mattresses. 
DESCRIPTION: Lighter in weight than rubber sheet- 
ting, the plastic sheeting is waterproof, odorless, 
and resistant to alcohol, perspiration, blood and 
urine. It is nonallergic, nonabsorbent, nonrattling 
and, wet or dry, does not crack or stick. It re- 
mains smooth and pliable and does not become 
gummy or break down with long use. 

HOW SUPPLIED: Rolls 48 in. wide and 100 ft. long. 
PRODUCER: Busse Hospital Products Co., New York. 


© PEN-VEE-CIDIN® 


PURPOSE: Symptomatic relief of common cold and 
prevention of bacterial complications. 
composition: Penicillin V (100,000 units) with 
salicylamide, promethazine hydrochloride, PHE- 
NACETIN® and mephentermine sulfate. 

HOW supPPLIED: Bottles of 36 capsules. 
propucerk: Wyeth Laboratories, Philadelphia 2. 


© BIVAM 


purpose: Nutritional supplement. 

composition: Water-soluble bioflavonoids, mullti- 
vitamins and minerals. 

DESCRIPTION: Provides prophylaxis for capillary 
fragility and aids normal metabolism, anabolism 
and optimal health in pregnant and nursing moth- 
ers and aged, debilitated and convalescent pa- 
tients; speeds healing and convalescence in medi- 
cal and surgical patients; increases resistance to 
certain infections; combats weaknesses from fever, 
hyperthyroidism and adolescence, and helps main- 
tain the integrity of gingival tissues. 

DOSAGE AND ADMINISTRATION: 1 tablet three times 
daily or as indicated. 

HOW supPPLieD: Bottles of 100, 300 and 1000. 
propucer: U. S. Vitamin Corporation, New York. 


® RC-17 HEMOTROL BLOOD DONOR SET 


PuRPOSE: Collection of whole blood. 
DESCRIPTION: The set, molded from Dylene poly- 
styrene (a product of Koppers Company, Inc.), is 
disposable after use. It is 24 in. long, contains a 
17 gauge thin-wall intravenous needle and a 16 
gauge anticoring bottle-puncture needle. The bot- 
tle needle hub has an adjustable Rolla-Valve flow 
regulator, which minimizes hemolysis, reduces the 
danger of vein collapse, and improves donor com- 
fort. The set is sterile and pyrogen-free. 
HOW SUPPLIED: Boxes of 20. 
PRODUCER: Sterilon Corporation, Buffalo. 
(Continued on page A-96) 
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aMPROVES F 


(Zoxazolamine,* McNeil) 


engestic’coated or plain 


“...17 of the 20 patients with post-traumatic muscle spasm of 
the low back had excellent or good responses.” 


“In acute and chronic recurrent low back syndrome, seven of 
eight patients showed visible objective improvement.”? 
1. Wallace, S. L.: Zoxazolamine (FLExiIN) in Low Back Disorders, to be published. 


2. Settel, E.: Frexin in Geriatric Skeletal Muscle Spasm, Am. Pract. & Digest 
Treat., in press. 


Available: Tablets, Engestic Coated, pink, 250 mg.; bottles of 36. 
Tablets, scored, yellow, 250 mg.; bottles of 50. 
*U. S. Patent Pending 


McNeil Laboratories, Inc « Philadelphia 32, Pa. 
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New for Your Armamentarium 


© SILICOTE® LIQUID SPRAY 


PURPOSE: Skin protection. 

COMPOSITION: Aerosol spray containing 33% per 
cent silicone (dimethicone) in a specially pre- 
pared petrolatum base. 

INDICATIONS FOR USE: Contact dermatoses caused 
by soaps and detergents; chapped skin caused by 
wind and weather; industrial dermatoses caused 
by acids, alkalies, organic materials, etc.; diaper 
rash; sheet burns in bedridden patients, and to 
prevent bedsores. 

HOW SUPPLIED: In 3 0z. automatic dispensers. 
propucer: Arnar-Stone Laboratories, Inc., Mount 
Prospect, Il. 


BENDECTIN 


PURPOSE: Treatment and prevention of nausea and 
vomiting in pregnancy. 
composition: Each tablet contains: 


BENTYL® hydrochloride ....... 10 mg. 
DECAPRYN® succinate ...... ...... 10mg. 
Pyridoxine hydrochloride ............ 10 mg. 


DOSAGE AND ADMINISTRATION: 2 tablets at bed- 
time; in severe cases, 1 tablet on arising and 
again in mid-afternoon. 

HOW SUPPLIED: Bottles of 100. 

propucer: The Wm. S. Merrell Co., Cincinnati. 


PHENAPHEN’ PLUS 


NOSE COLD 


each coated tablet: 

Phenacetin (3 gr.). . . . . . 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (4 gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 
Prophenpyridamine Maleate. . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 


® OHIO-DOTCO RESPIRATOR 


puRPOSE: Breathing assistance. 

DESCRIPTION: Suitable for use by experienced per- 
sonnel in the hospital, clinic or doctor’s office. 
Simple adjustments provide any true mouthpiece 
pressure, negative or positive, registered on the 
gauge at all times. Breathing is automatically as- 
sisted without tiring the patient. Features include: 
delivery of high aerosol concentrations; no inter- 
ference with patient’s breathing; a combination 
IPPB unit (resuscitator and respirator); and an 
unconditionally guaranteed breathing valve. A 
negative-pressure attachment, factory-installed, is 
available as optional equipment. 

PRODUCER: Ohio Chemical & Surgical Equipment 
Co. (A division of Air Reduction Company, In- 
corporated), Madison, Wis. 


© FILMTAB® TRAL® 


purPOsE: Anticholinergic. 

composition: Hexocyclium methylsulfate. 
INDICATIONS FOR USE: Management of peptic ulcer 
and gastrointestinal disorders associated with hy- 
peracidity and hypermotility, and in certain spas- 
tic conditions of the intestinal tract. 

cAuTION: Use with care in patients with serious 
cardiac disease or prostatic hypertrophy; contra- 
indicated in patients with glaucoma. Some trou- 
blesome side effects may appear with excessive 
doses or in certain susceptible individuals. 
DOSAGE AND ADMINISTRATION: One 25 mg. Filmtab 
four times daily, usually before meals and at bed- 
time. Dosage should be adjusted to the patient’s 
response. 

HOW SUPPLIED: 25 mg. Filmtabs, bottles of 100, 
and 25 mg. Filmtabs with 15 mg. phenobarbital, 
bottles of 100. 

propucer: Abbott Laboratories, North Chicago. 


© CONVERTIN®-H 


purPOSE: Digestant and antispasmodic. 
compositron: Each tablet contains: 


Homatropine methylbromide 2.5 mg. 
Betaine hydrochloride . 130 mg. 
Oleoresin of ginger 1/600 gr. 
Pancreatin equivalent 250 mg. U.S.P. 
Desoxycholic acid ......... 50 mg. 


DESCRIPTION: Special-layered construction of tab- 
let permits release of each ingredient at the most 
effective site in the alimentary tract. 

INDICATIONS FOR USE: Nervous indigestion, spastic 
colitis, constipation, gallbladder dysfunction, mild 
diabetes, psoriasis and disorders of fat metabolism. 
DOSAGE AND ADMINISTRATION: 1 or 2 tablets with 
or after meals. 

HOW sUpPLiED: Bottles of 84 and 500. 

propucer: B. F. Ascher & Company, Inc., Kansas 
City, Mo. 
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Products by Therapy Indications 


Lipo Gantrisin—Hoffmann-La Roche 


PHARMACEUTICALS 

Analgesics and Narcotics 

My-|}-Den—Ames A-86 

Myotlex —Warren-Teed A-39 

Protamide—Sherman A-32 
Anesthetics, Topical 

Tronothane— Abbott A-31 
Antacids and Intestinal Adsorbents 

Kolanty!—Merrell . 4-99-9] 

Maalox —Rorer . A453 
Antiarthritics 

Butazolidin—Geigy A-121 

Meprolone—Merck Sharp & Dohme A-130-131 

Meticortelone—Schering Facing A-40 

Pabirin—Smith-Dorsey A-110-111 

Pabirin AC —Smith-Dorsey A-110-111 

Salcort— Massengill . A-42 

Sigmagen—Schering A-2-3 

Sterane— Pfizer A-124 
Antiasthmatics 

Tedral—Warner-Chilcott A-43 
Antibacterials 

Charon—Heigate A-92 

Gantrimycin—Hoffmann-La Roche A-30 


Facing A-104-105 


a remarkable likeness... 


DIASAL 


{pril 1957 


salt without sodium 


potassium chloride, glutamic acid and 
inert excipients. 


Supplied in 2-ounce shakers and 
8-ounce bottles. 


E. FOUGERA & COMPANY, INC. 
75 Varick Street, New York 13, N. Y. 


Antibiotics 


Achromycin-V—Lederle 
Aureomycin—Lederle .. 
Erythrocin—Abbott 
Panmycin Phosphate 
Pen-Vee—Wyeth 
Sigmamycin—Pfizer 
Sumycin—Squibb 
Tetrex—Bristol 


U pjohn 


Anticholinergics 
Filmtab Tral—Abbott 


Anticonvulsants 


Gemonil— Abbott 
Paradione— Abbott 
Phenurone— Abbott 
Tridione-— Abbott 


Antidiarrheals 
Cremomycin— Merck Sharp & Dohme 


Antiemetics 


Bendectin— Merrell 
Dramamine—Searle 


Anti-In flammatories 
Chymar—Armour 


(Continued on page A-98) 
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Second Cover 
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A-159 


looks like salt... 


tastes like salt... 
behaves like salt... 
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Products by Therapy Indications—Continued 


A-4 auwiloid-Hexamethonium—Riker ........... A-7] 
Thiomerin—Wyeth ................ \-46-47 
Antispasmodics Unitensen-R—Irwin, Neisler ..._.. A459 
Bentyl—Merrell .......... A-36-37 Wyamine—Wyeth ............ \-46-47 
Butibel—McNeil A-127 
Cantil—Lakeside ........ A-84 Coagulants 
Convertin-H—Ascher A-96 Koagamin—Chatham ........ 4-70 
Tridal—Lakeside A-85 Mephyton—Merck Sharp & Dohme A.87 
Ataractics Contraceptives 
Atarax—Roerig . A-55 Delfen—Ortho . Facing \-68-69 
Ataraxoid—Pfizer A-17 Lanteen—Esta ........... \-164 
Compazine-——Smith, Kline & French .... A-148 
Reudixia—Squibb A-ll5 Nugestoral—Organon ...... \-90-114 
Serpasil—Ciba . A-7 
Sparine—Wyeth A63 Dermatologic Preparations 
Ultran—Lilly ... 4-160 Calmitol—Leeming .......... 4.56 
Cortisporin—Burroughs Wellcome \-120 
Desitin Cosmetic and Nursery Soap—Desitin 4.92 
Cardiovascular Agents Desitin Ointment—Desitin .................. \-118 
Ansolysen—Wyeth .... A-22-46-47 Entozyme—Robins ............ .......Facing A-17 
Gitaligin— A-23 Florinef-S Lotion and Ointment—Squibb 4-142 
Inversine— Merck Sharp & Dohme. Third Cover Magnacort—Pfizer ............. A-1086-144 
Medihaler-Nitro—Riker ....... ; -157 Meti-Derm—Schering .......... Facing A-92-93 
Pentoxylon—Riker ........... A-157 Meti-Derm with Neomycin—Schering .. _. Facing 4-92-93 
Peritrate—Warner-Chilcott 4-168 Neo-Magnacort-—Pfizer ............. .......A-108-144 
Purodigin—Wyeth ............. A-46-47 Panafil—Rystan ....... A-126 
Quinidine Sulfate—Davies, Rose A-20 Pantho-F 0.2% Cream—U. S. Vitamin ..... A-92 
Rautensin—Smith- Dorsey ..... A-137 Silicote Liquid Spray—Arnar-Stone . A-9 
A-21 Tarcortin—Reed & Carnrick ...... 


Rauvera-—Smith-Dorsey 


Relieve circulatory ‘insufficiency in 


RAYNAUD'S DISEASE 


—Buerger's disease, varicose veins, 
and other circulatory disorders... 


e increases blood flow 


relieves pain 


e Stimulates cellular 


metabolism 
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Products by Therapy Indications—Continued 
“7 Diagnostic Aids Lipotropics 
Clinitest—Ames A-40 RG Lecithin—Glidden A-48 
Tes-Tape—Lilly A-33 
Muscle Relaxants 
Diuretics Flexin—MeNeil A-95, 
Diamox—Lederle A-16 
70 Ophthalmic Medications 
oi Enzyme Preparations Metimyd—Schering A-155 
Varidase—Lederle A-112 
3.69 Otic Medications 
164 Hematinics Cortisporin—Burroughs Wellcome A-120 
Iberol-Abbott ...... _.Facing A-160-161 
14 Pronemia—Lederle A-49 Reducing Aids 
Altepose—Merck Sharp & Dohme A-161 
Biphetamine—Strasenburgh A-135 
Hormones and Steroids Obedrin—Maseengill A-109 
Mediatric—Ayerst .... 4-167 Resydess—Chicago | harmacal A-150 
Meticortelone—Schering Faci ‘ing A-41 
149 Achrocidin—Lederle .. . 
Hycodan—Endo ... . -105 
hm Immunizing Agents Medihaler-Phen—Riker . A-133 
Mamps Vaccine—Lederle 4-108 Novahistine—Pitman- Moore A-12 
Phenaphen Plus—Robins . -108- 
Romilar—Hoffmann-La Roche ..... A-116 
and Enomes 4128-129 Tetrazets—Merck Sharp & Dohme . A-82 
joxinate 240—Lloyc A-128- 
\-11 A-122 (Continued on page A-100) 


ineach VASTRAN tablet’ 


— ridoxine 
Nicotinic ACID 50 mg. ime. 
Ascorbic acid .. --100 mg. Calcium pantothenate 5 mg. 
RidOM AVI 5mg. Cobalamin 


Thiamine mononitrate.. 10 mg. (Vitamin B,> activity) 2 mcg. 
Bottles of 100 and 500. 


Ineach cc. of VASTRAN AMP solutions 


Nicotinic acid (as sodium salt) 20 mg. 
Adenosine-5-Monophosphoric acid (as sodium salt).......... 25 mg. 
Vitamin B, > 75 mcg. 


In 5-cc. sterile vials. 


Also effective in relieving muscle and joint pain, and in 
improving cerebral circulation and nutrition in elderly 
patients. 


After each dose — oral or intramuscular — patients ex- 
perience a warm, tingling flush to prove that Vastran’s 
Vasodilating effect is taking place. 


Nicotinic acid, as provided in Vastran, has been shown 
by impressive clinical evidence to provide strikingly 
effective relief of circulatory insufficiency in all forms of 
peripheral vascular disorders, such as Raynaud's dis- 
ease, Buerger’s disease, or varicose veins. Other coen- 
zymes in Vastran stimulate metabolism and overcome 
latent vitamin deficiencies. Result: Vastran overcomes 
ischemia, oxygenates tissues and helps to restore normal 
physiology to the affected part. 


Send for free sample of 
VASTRAN tablets and literature 


WAMPOLE LABORATORIES 
Henry K. Wampole & Co., Inc. + Philadelphia 23, Pa. 
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dose 

is fresh 
...10F 
complete 
potency 


full potency and to serve 


ard intravenous solutions. 
*REG. U. S. PAT. OFF. 


4a 

each 


FOLBESYN 


VITAMINS LEDERLE 


B COMPLEX +cC 


Separate packaging of dry vitamins and diluent (mixed 
immediately before injection) assure controlled dosage. 
The folic acid solution is specially prepared to preserve 


for quick solution of the dried 


vitamins. FOLBESYN may be conveniently added to stand- 


Dosage: 2 cc. daily. 
Each 2 cc. dose contains: 


Thiamine HCI (B,) 10 mg. 
Riboflavin (B2) 10 mg. 
Niacinamide 50 mg. 
Pyridoxine HCl (Bg) 5 mg. 
Sodium Pantothenate 10 mg. 
Ascorbic Acid (C) 300 mg. 
Folic Acid 3 mg. 
Vitamin Bio 15 mcgm. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


Products by Therapy Indications—Cont. nued 


Sedatives and Hypnotics 
Butiserpine—McNeil .... A-10 
Carbrital—Parke, Davis .... A-]4] 
Nembu-Serpin—Abbott .......... \-106-107 
Noludar—Hoffmann-La Roche A80 
Placidyl—Abbott . 4.99) 
Urinary Anti-Infectives 
Azo Gantrisin—Hoffmann-La Roche 
Furadantin—Eaton .... .......... 
Pyridium— Warner-Chilcott 
Vaginal Antiseptics 
Furacin—Eaton . .. A-119 
Gentersal—Ortho A-125 
Vasodilators 
Priscoline—Ciba .. Fourth Cover 
Vastran—Wampole 98-99 
Vitamins and Nutrients 
ABDEC—Parke, Davis A-138-139 
Allbee with C—Robins Facing A-16 
Beminal 817—Ayerst . 4-72-73 
Bivam—U. S. Vitamin A-94 
Clusivol—Ayerst A-83 
Eldec—Parke, Davis .. A147 
Engran—Squibb A-35 
Folbesyn—Lederle A-100 
Homagenets—Massengill AS 
Myadec—Parke, Davis A-143 
Redisol—Merck Sharp & Dohme A-74 
Taka-Combex—Parke, Davis A145 
Vidaylin-T—Abbott . A88 
Viterra—Roerig A-113 
DIETARY 
Citrus Fruits—Florida Citrus .. A-32 
Dairy Foods—National Council A-146 
Diasal—Fougera .... A-97 
Evaporated ‘Milk—Pet A-27 
Gelatine—Knox 
Meat—American Meat Institute . 
Meyenberg Goat Milk—Jackson- Mitchell A-134 
Mull-Soy—Borden ....... 4-28-29 
Oatmeal—Quaker Oats A.93 
INSTRUMENTS AND EQUIPMENT 
Aristocrat X-Ray Unit—General Electric A-92 
Decade Scaler—Picker ................ AST 
Nuclear Instriments—Nuclear-Chicago ... 4-50-51 
Otoscope-Ophthalmoscope Diagnostic Sets— 
Patrician X-Ray Units—General Electric . A69 
Rib-Back Surgical Blades—Bard-Parker A-76 
MISCELLANEOUS 
Boilable Plastic Sheeting—Busse A-94 
Brady Infusupport—Brady .......... A-92 
Cover Glass Dispenser—Corning . A-% 
Glasco Sundry Jar Set—Glasco .............. A-88 
Leukeran—Burroughs Wellcome ............ A-88 
O.E.M. Mechanical Breathing Aids—O.E.M. Corp. A-% 
Ohio-Dotco Respirator—Ohio Chemical .......... A-% 
RC-17 Hemotrol Blood Donor Set—Sterilon Corp. A-4 
Staining Tray and Rack Outfits—Clay-Adams . A-88 


X-Ray and Photography Supplies—Eastman 
Kodak 
Zonas Adhesive Tape—Johnson & Johnson . 
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Thanks to radiography 
and photography 


physicians and students can review 


2. Resected coarctate segment of the aorta. 
Turn page for color illustrations of surgery. 


this classic case... 


1. RESECTION OF COARCTATION OF AORTA: Radiograph shows 
enlarged heart and eroded ribs —indications of the condition. 


With the visual data reproduced on these pages— 
preoperative radiograph of the patient's condition, color 
photographic record of the surgical procedure—the attending 
physician, the radiologist and the surgeon have material 

for discussion, for teaching and research. for 
publication and exhibition. Like ripples from a 
pebble thrown in the water, experience 


becomes an ever-widening force! 
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Kodak 


TRADE MARK 


Anytime — anywhere — physicians, stu- 
dents, researchers who have access to the 
material shown here, can study this case, 
view the radiographs. review the steps in 
surgery. learn from the problem and its 
solution. 

The cost of this visual data? Small in 


comparison to ils greal educational value! 


For Radiography: Kodak Blue Brand 
i 
X-ray Film and Kodak x-ray processing 
chemicals meet the most exacting require- 
ments. They are always dependable —uni- 
form. Quality-controlled—rigidly tested — 
they are made to work together. 


For Color Photography: Kodachrome 
Films for miniature and motion-picture cam- 
eras: Kodak Ektachrome Films and Kodak 
Ektacolor Films for sheet-film cameras; 
Kodak Ektachrome Films for roll-film and 
miniature cameras: Kodacolor Films for roll- 
film cameras and cameras accepting No. 828 
film. Kodak color print materials are also 
available. 


Order X-ray products 


from your x-ray dealer, photographic products 


from your photographic dealer. 


EASTMAN KODAK COMPANY 
Medical Division 
Rochester 4, N. Y. 


4. Coarctation of aorta with distal dilatation and large intercostal 
arteries. 


5. Completion of end-to-end anastomosis of aorta following resec- 
tion of the coarctation. 


: / 
3. Exposure of coarctation and ligamentum arteriosum. 
\ 
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RHEUMATIC 
DISORDERS 


MEPROBAMATE 


dicarbamate) 
Licensed under U.S. Pat. No. 2,724,720 


Response to Meprobamate Therapy:' 


Disease Patients Percentage Benefited 
Rheumatoid spondylitis 21 90.4 
Fibrositis 20 85.0 
Cervical root syndrome 27 85.2 
Rheumatoid arthritis, mild 17 76.5 
Torticollis 5 80.0 


“Meprobamate [EQuaNiL] has an outstanding utility in the 
rheumatic diseases where fibrositis is a predominant feature. 
ltis capable of relieving the symptom of stiffness and thereby 
much or all of the pain... .’"' In addition to relaxing the 
skeletal muscles, EQuanit relieves emotional tension and 
promotes restful sleep. 


Supplied: Tablets, 400 mg., bottles of 50. 


Usual! Dose: 1 tablet, t.i.d. 


1. Smith, R.T., et al.: Paper read before 
Section on General Practice, Annual Meet- 
ing, A.M.A., June 13, 1956. 


relaxes mind and muscle 


Wyeth 


® 
Philadelphia 1, Pa. 
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... part of every ///ness 


ANXIETY 


is part of 


GASTROINTESTINAL 
DISORDERS 


In every patient... 


* 
a valuable adjunct 
to the customary therapy 
Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 
R 
Philadelphia 1, Pa. 
*Trademark 
MEPROBAMATE 
anti-anxiety factor with muscle-relaxing action Licensed under U.S. Patent No. 2,726,720 
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... part of every //iness 


ANXIETY 


is part of So 


HYPERTENS) 


In every patient... 
a valuable adjunct 
to the customary therapy 


Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


MEPROBAMATE 
(2-methyl-2-n-propy!-1,3-propanedio! dicarbamate) 
Licensed under U.S. Pat. No. 2,724,720 


® 
Philadelphia 1, Pa. 


anti-anxiety factor with muscle-relaxing action 


April 1957 
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... part of every ///ness 


ANXIETY 


is a source of 


HYPOCHC 


MEPROBAMATE 


dicarbamate) 
Licensed under U.S, Pat. No. 2,724,720 


“Many neglected anxiety neurotics become a medical and social burden. 
Confirmed hypochondriacs fill our offices and clinics clamoring for 
intervention by the doctor.... They create instability and unhappiness 


at home and communicate their own anxiety to their intimates.’”' 


Hypochondriasis is a manifestation of emotional unrest. Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


EQUANIL relieves the patient’s anxiety, lessens his muscular _ gyaceiand, F.J.: Texas State J. Med. 5I: 
299 (June} 1955. 


tension, encourages restful sleep?, providing an improved — 2. Lemere, £: Northwest Med. 54:1098 


| 


R 
anti-anxiety factor with muscle-relaxing action Bt ee Philadelphia 1, Pa. 


attitude and wholesome rapport. 
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LIPO GANTRISIN 


assures adequate blood levels around-the-clock 
... with only two doses daily 


Description: Lipo Gantrisin provides the wide antibacterial spectrum of Gantrisin 
in a special vehicle. In this free-flowing, readily digestible vegetable oil emul- 
sion the action of the drug is prolonged. With each dose therapeutic blood and 
urine levels of highly soluble Gantrisin are maintained over a period of 
twelve hours. 


Each teaspoonful (5 cc) of Lipo Gantrisin contains the equivalent of 1 Gm of 
Gantrisin. Lipo Gantrisin can be employed without alkalies and without danger 
of renal blocking or secondary fungus growth. 


Indications: Systemic and urinary infections due to streptococci, staphylococci, 
pneumococci, H. influenzae, K. pneumoniae, meningococci, E. coli, B. proteus, 
B. pyocyaneus, A. aerogenes, B. paracolon, and Alcaligenes fecalis. 


Dosage: Teaspoonfuls every 12 hours 
Children: 


20 lbs Caution: the usual precautions in 
40 lbs sulfonamide therapy should be 
60 lbs observed. 


80 lbs 
Adults: 


If required, the initial dose may be twice the amount of subsequent doses. Treat- 
ment should be continued until temperature has been normal for at least 48 hours. 


Supplied: Bottles of 4 and 16 oz. 


Lipo Gantrisin® Acetyl—brand of acetyl] sulfisoxazole in vegetable oil emulsion 


HOFFMANN -LA ROCHE INC NUTLEY ° N. J. 
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® Relieves cough quickly and thor- 
oughly ® Effect lasts six hours and 
longer, permitting a comfortable 
night’s sleep = Controls useless 
cough without impairing expecto- 
ration ® rarely causes constipation 
= And pleasant to take 


Syrup and oral tablets. Each teaspoon- 
ful or tablet of Hycopan* contains 5 mg. 
dihydrocodeinone bitartrate and 1.5 mg. 
Mesopin.t Average adult dose: One tea- 
spoonful or tablet after meals and at 
bedtime. May be habit-forming. Avail- 
able on your prescription. 


“WHENEVER 
COUGH THERAPY 
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i. can avoid prolonged waiting for a cumulative response to reserpine alone 
when you start your anxiety and mild hypertension patients on Nembu-Serpin, 


fast-acting tranquilizer- antihypertensive. 


Through the synergistic action of Nembutal” and reserpine, Nembu-Serpin helps 
patients experience a new sense of calm and well-being — yet keeps their drive 


and energy—from the very first day of treatment. 


And fast-acting Nembu-Serpin makes lower reserpine dosages effective, reduces 
the incidence of side effects. Each Filmtab combines 30 mg. Nembutal (Pento- 
barbital, Abbott) Calcium and 0.25 mg. reserpine. 


® 
fines) NEMLDU- Crp 
for milder cases/for maintenance ther- 
apy: Nembu-Serpin is now available in % ObGctt 
strength, combining just 15mg. Nembutal Cal- 
cium and 0.1 mg. reserpine in each Filmtab. 


® Filmtab—Film-sealed tablets 


704089 
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ideal for inflammatory / infectious dermatoses 


NEO-MAGNACORT 


topical ointment 
NEOMYCIN+the first water-soluble dermatologic corticoid 


outstanding availability, penetration, therapeutic concentrations and potency 


— without systemic involvement, In 1/2-0z. and 1/6-0z. tubes, 0.5% neomycin sulfate and 
0.5% ethamicort (MAGNACORT). 


for inflammation without infection MAGNACORT ‘topical ointment 


brand of ethamicort 
In 1/2-0z. and 1/6-0z. tubes, 0.5% ethamicort (hydrocortisone ethamate hydrochloride). 


PFIZER LABORATORIES P, Division, Chas. Pfizer &Co., Inc. Brooklyn 6, New York 


Trademark 


PHENAPHEN 
PLUS 


HEAD COLD 


effective | each coated tablet: 
Phenacetin(3gr.). ..... 
practical Acetylsalicylic Acid (2% gr.) . 
‘ Phenobarbital (% gr.) 
A specific immunizing antigen for prevention of _ Hyoscyamine Sulfate 
mumps in children and adults where indicated. Vac- 


cination should be repeated annually.. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


a 
a | 
“4 o> 
f 
194.0 mg. 
162.0 mg. 
16.2 mg. 
om 0.031 mg. 
12.5 mg. 
10.0 mg. 
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establishing 
desired 
eating 
patterns 


and the 60-10-70 Basic Plan 


In the development of good eating habits, there 
are three essentials: supervision by the physician, 
selective medication, and a balanced eating plan.’ 


Obedrin contains: 
e Methamphetamine for its anorexigenic and mood- 
lifting effects. 


e Pentobarbital as a balancing agent, to guard against 
excitation. 

e Vitamins B, and B, plus niacin to supplement the diet. 

e Ascorbic acid to aid in the mobilization of tissue fluids. 
Since Obedrin contains no artificial bulk, the hazards 
of impaction are avoided. The 60-10-70 Basic Plan 


provides for a balanced food intake, with sufficient 
protein and roughage. 


Formula 


Semoxydrine HCl (Methamphet- 
amine HCl) 5 mg.; Pentobarbital 
20 mg.; Ascorbic acid 100 mg.; 
Thiamine HCI 0.5 mg.; Riboflavin 
1 mg.; Niacin 5 mg. 


1. Eisfelder, H.W.: Am. Pract. & Dig. 
Treat. 5:778 (Oct., 1954) 


2. Sebrell, W.H., Jr.: J.A.M.A. 152:42 
(May, 1953) 


3. Sherman, R.J.: Medical Times, 
82:107 (Feb., 1954) 


The S. E. MASSENGILL Company 


and samples of Obedrin 


Bristol, Tennessee 
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new...improved salicylate therapy in a 


TANDEM RELEASE 


vy buffered for superior gastric tolerance 


vy buffered for faster pain relief 


Arthritic patients—the very patients who 
need salicylate therapy most—are least able 
to tolerate salicylates over long periods of 
time without gastric distress. This problem 
is now solved by Buffered Pabirin Products, 
a new form of salicylate therapy. 


A protective antacid (aluminum hydroxide) 
buffers against gastric irritation...PABA 
potentiates acetylsalicylic acid for optimum 
response. The salicylate also promotes 
production of adrenal cortical hormones. 


— arthriti 


For resistant rheumatics, Buffered Pabirin 
AC Tablets provide the added benefits of 
hydrocortisone. Acetylsalicylic acid reduces 
corticoid dosage and minimizes the risk of 
adrenal atrophy. And PABA retards 
breakdown of hydrocortisone by the liver 
thereby prolonging the effect of small doses. 


Buffered Pabirin and Buffered Pabirin AC 
Tablets are both sodium and potassium free. 


SMITH-DORSEY « Lincoln, Nebraska + a division of The Wander Company 


J 


HOW TANDEM RELEASE 
TABLETS WORK 


The outer layer of Buffered Pabirin 
Tablets quickly releases aluminum 
hydroxide for buffering action. PABA 
to potentiate acetylsalicylic acid and 
therapeutic doses of ascorbic acid to 
offset depletion are also in the outer 
layer. 


After the buffering action has started, 
the inner core of Buffered Pabirin 
Tablets, containing acetylsalicylic acid, 
begins to expand. 


The inner core then disintegrates 
rapidly and permits fast absorption of 
the acetylsalicylic acid. 


Buffered Pabirin AC Tablets release, in 
addition, hydrocortisone from the core. 


‘Buffered Pate ie: Tablets 


Dosage: Initially, one or two tablets 
imes daily, after meals and on retiring % 
Reduction of dosage should gradual; 


* increased range of motion 


° faster pain relief 


7 ia 
IN MINUTES 
ae 
Dosage: Two or three tablets 3 or 4times 
daily. In rheumatic fever thtee to five 
tablets 4 or 5 ti 
y 
- | 
¥ 


1. Miller, J. M.; Surmonte, —. A.; Ginsberg, M., and Ablondi, F. B.: Strep- 
tokinase Intramuscularly in the Treatment of Infection and Edema. (Scientific 
Exhibit) Postgraduate Medicine Vol. 20, No. 3: 260-267 (Sept.) 1956. 


“OBSERVATIONS ON THE INTRAMUSCULAR USE OF STREPTOKINASE’ 


1. Most patients showed beneficial clinical effect after 24 hours. 
2. No aggravation of infection. . 
3. No delay in wound healing. 


4. Ten per cent of patients had temperature rise of 2 to 3° F., easily controlled by 
medication. 


5. No changes in peripheral blood picture. 

6. No significant alteration of prothrombin time. 

7. No fibrinolysis.* 

8. Some pain and tenderness at injection site in about 60 per cent of cases. 
9 


. No hemorrhage, hematoma or petechiae. 


. No granulomas at injection site. 


11. No chills, cyanosis or allergic reaction. 


DOSAGE 


Five thousand units of streptokinase in 0.5 cc. of physiologic saline administered intra- 
muscularly twice a day for at least six doses. Treatment may be continued longer if 
necessary. It may be given preoperatively where considerable edema is expected post- 


operatively. 
PRECAUTIONS 


. An antibacterial drug must be given with the intramuscularly administered strepto- 
kinase. 


2. Streptokinase should not be given to patients known to have defects in the clotting 
mechanism.” 


tNo fibrinolysis detectable in circulating blood stream. 


VARIDASE Intramuscular provides remarkable control of inflammation in many 
different types of lesions, simple or infected, including abscesses, cellulitis, 
epididymitis, hemarthrosis, sinusitis, and thrombophlebitis. 


VARIDASE Intramuscular (Water Soluble— No Oil)—Simple mixing instructions 
are included in the package literature. 


Administration: INTRAMUSCULAR, deep in the upper, outer quadrant of the 
buttock. 


C Lederte) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER. NEW YORK 
"Reg. U.S. Pat. Off 
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VITERRA 


Metabolic stress hitchhikes along with every primary disorder. By simply adding 
VITERRA early in treatment, you combat stress by providing a comprehensive 
nutritional buildup program. 


vITERRA is not just a vitamin, but a complete nutritional replenishment. Supplies 
both the 10 essential vitamins and 11 important minerals, the “metabolic en- 
ergizers” which are a key to enzyme action. Together, vitamins and minerals 
satisfy tissue hunger and help speed recovery. 

Specify the viterra form which best suits your—and your patient’s needs. (1) 
viterRA Capsules, for daily supplementation. In bottles of 30 and 100. (2) When 
capsules are a problem, viterra Tastitass, which can be chewed, swallowed, 
or mixed in liquids. Ideal for children. In bottles of 100 and 250. (3) viterra 
THERAPEUTIC, when high potencies are indicated. In bottles of 30 and 100. 


PEACE of mind ATARAX® CHICAGO 11, ILLINOIS 
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will her arms be filled this time? 


Improper maternal environment is often the 

cause of fetal loss. To help create an optimal 
environment for the maintenance of pregnancy, 
Nugestoral® supplies five agents now known to 
contribute to fetal salvage. A dose of three 
Nugestoral tablets per day throughout gestation will 


help bring your abortion-prone patients to term. 


new for the abortion-prone patient 


NUGESTORAL 


Each tablet contains ethisterone (Progestoral®), 15 mg.; hesperidin complex, 
175 mg. ; ascorbic acid, 175 mg.; sodium menadiol diphosphate (vitamin K analogue), 


2.0 mg.; dl, alpha-tocopherol acetate, 3.5 mg. In packages of 30 tablets. 


ORGANON INC. Orange, New Jersey 
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*Raudixin reduces mental tension 


Tranquilizing Raudixin reduces the mental tension which plays a 
significant role in hypertension... reduces mental tension as yet 
unrelated to physical symptoms. 


*Raudixin reduces hypertension 
Blood pressure lowering effect is gradual, sustained in hypertensives 
... little or no hypotensive effect is produced in normotensives. 


*Single daily dosage 
Discourages promiscuous over-use by patients . . . not habit-forming. 


SQuissB 6; Squitb Quality—the Priceless Ingredient 
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a true 


cough specific ROWII LAR ‘Roche’ 


non-narco tic For suppressing cough, whatever the cause, Romilar 
is at least as effective as codeine. Yet it has no 


general sedative or respiratory-depressant activity, 
and it's remarkably free of side effects such as 


nausea, constipation, or tendency to habit formation. 


Available as a syrup, in tablets, or expectorant 


mixture (with ammonium chloride). 


] Original Research in Medicine and Chemistry 


Romilar® hydrobromide — brand of dextromethorphan hydrobromide 
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Whenever urinary tract infections, strictures, ob- _— all the urinary antibacterials and permits greater 
stractions, fistulas, stones, trauma or neoplasms _filexibility in the use of any combination, potency or 
cause painful mucosal lesions, you can provide re- © dosage schedule required for successful treatment. 
lief quickly (within 20-25 minutes) with Pyridium. § Dosage: Two tablets before each meal. 

Pyridium is compatible with and complementary to | Supplied: In bottles of 12, 50, 500 and 1000. 


(Brand of Phenylazo-diamino-pyridine HC!) 
WARNER-CHILECOTT 


100 VEARS OF SERVICE TO THE MEDICAL PROFESSION 


. ig 
- 


g 
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OINTMENT 
persistent 


because it adheres longer to the skin areas being treated . . . does 
not liquefy or crumble at body temperature, nor is it decomposed by 
secretions, perspiration, exudate, urine, or excrement. 

Non-sensitizing, non-irritant Desitin Ointment...rich in cod liver oil... has proven 
clinically dependable for over a quarter century in...diaper rash © eczemas 
Tubes of 1 02., intertrigo © wounds (especially slow healing) 


2 02., 4 02., eae 
and 1 Ib. jars. external ulcers ¢ perianal dermatitis 


samples and reprints available from 
DESITIN CHEMICAL COMPANY @ Providence 4, R. I. 


1. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York St. J. M. 53:2233, 1953. 

2. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of Pediatrics 68:382, 1951. 

3. Behrman, H. T., Combes, F. C., Bobroff, A., and Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 
4. Turell, R.: New York St. J. M. 50:2282, 1950. 
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Furacin Vaginal Suppositories used 

prophylactically before and after vaginal surgery 

as in hysterectomy—as well as before and 

after cauterization or radiation—provide a 

lasting bactericidal film. They prevent infection 

even in the presence of exudates and cellular 

debris. Discharge is minimized, healing 

is facilitated and convalescence shortened. 

FORMULA: 0.2% FURACIN in water-miscible base. Complete Vaginal Repair: A Simplified Approach 


Box of 12 suppositories, each hermetically Stanley F. Rogers, M.D.; Jack Moore, M.D.; and 
Warren Jacobs, M.D.: Department of Obstetrics 
and Gynecology, Baylor University College of 
Medicine and Methodist Hospital, Houston, Texas. 


sealed in yellow foil. 


To prevent urethrovaginal cross infection: 
Eaton is privileged to make this new film 
available to physicians. Showings may be ar- 
Suppositories ; box of 12. ranged by writing The Medical Director. 


Vaginal 


BRAND OF NITROFURAZONE su PPOSITORI ES 


antibacterial, anesthetic Furacin Urethral 


EATON NORWICH, NEW YORK 
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For infected, or potentially infected, inflammatory 
conditions of the eye (anterior segment), ear and skin 


VIRTUALLY NON-SENSITIZING 


‘CORTISPORIN’ OINTMENT 


| 

en : Each Gm. contains: ‘Aerosporin’® Sulfate Polymyxin B Sulfate 5,000 Units; 
Ys pi | Bacitracin 400 Units; Neomycin Sulfate 5 mg.; 
Be os | Hydrocortisone (free alcohol) 10 mg. (1%). 
Pvta Available in applicator tip tubes of % oz. and ¥% oz. 

CORTISPORIN’ OTIC DROPS 

me | Each ce. contains: ‘Aerosporin”™® Sulfate Polymyxin B Sulfate 10,000 Units; 
; Kd | Neomycin Sulfate 5 mg.; Hydrocortisone (free alcohol) 10 mg. (1%). 


Available in sterile dropper bottles of 5 ce. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Every woman who suffers from estrc °ficiency de. 


Many women in their late thirties and even years past the menopause exper 
distressing but ill-defined symptoms which may simulate a variety of diso 
Most frequent are emotional instability, anxiety, headaches, palpitations, co 
tremities with tingling, muscular and joint pains, insomnia, and depre 
Though often difficult to diagnose, particularly when the classic “hot flushes 
amenorrhea do not occur simultaneously, all these symptoms may emanate 
the same single cause: estrogen deficiency due to declining ovarian activity. 


The wide variation in symptomatology occurs because all the tissues of the 
are adversely affected, directly or indirectly,’** when the normal role of estro 
“,.. one of the most important metabolic regulators of the organism” is only 
fulfilled. As a result, the symptoms are “. . . unpredictable and often disgu 


Estrogen replacement is therefore a logical therapeutic approach. Estroge1 


fford specific treatment andy 


“hese women deserve “Premy 


if the menopause and the pre 
illeviates physical discomfoi™ 
idded gratifying benefit to 1} 


Premarin” is the choice of tl” 
‘ffective. It contains all the n 
‘omplex, meticulously preseg! 
,otencies of “Premarin” tablij al 


‘Premarin” has enjoyed 15 
‘therapy. 
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‘ficiency deserves “PREMA 


fford specific treatment and should not be denied the patient.” 


_ These women deserve “Premarin” for prompt relief from the distres: 
if the menopause and the pre- and postmenopausal syndrome. “Pren 
illeviates physical discomfort but also imparts a “sense of well-bein 
idded gratifying benefit to the patient. 


‘Premarin” is the choice of thousands of physicians because it is no 
ffective. It contains all the naturally occurring components of the ec 
‘omplex, meticulously preserved in the form of water-soluble conju; 
»otencies of “Premarin” tablets facilitate dosage control to suit inc 


‘Premarin” has enjoyed 15 years of clinical acceptance in estroge 
‘therapy. 
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MARIN” 


it. 996 


distressing symptoms 
. “Premarin” not only 
ll-being”’ which is an 


it is notably safe and 
f the equine estrogen- 
conjugates. The four 
suit individual needs. 


estrogen replacement 
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A brighter outlook goes 


with a “sense of well-being” 


and promotes greater enjoyment 


of everyday living 


To obtain prompt symptomatic relief and a gratifying “sense of well- 
being,” “Premarin” is initially given in daily doses of 1.25 mg. After 
four or five days, if the response is insufficient, the dosage is increased 
to 2.5 and up to 3.75 mg. daily, in divided doses. When symptoms are 
under control, the dosage may be gradually reduced to a maintenance 
level of 0.625 mg. daily or less. Cyclic therapy in approximately 21 day 
courses with rest periods of five to seven days is recommended. 


“Premarin” presents the complete equine estrogen-complex. Has no 
odor—imparts no odor. 


Supplied: Purple tablets 2.5 mg. (20’s, 100’s and 1,000’s), yellow 
tablets 1.25 mg. (100’s and 1,000’s), red tablets 0.625 mg. (100’s and 
1,000’s), green tablets 0.3 mg. (100’s and 1,000’s); Liquid 0.625 mg. 
per 4 cc. (tsp.) in 120 cc. (4 fl. oz.) bottles. 


99 


“Premarin: Conjugated estrogens (equine) 


in the menopause and the 


pre- and postmenopausal syndrome 


Ayerst Laboratories « New York, N. Y. ¢ Montreal, Canada & 


BIBLIOGRAPHY: 1. Smith, G. Van S., in Williams, R. H.: Textbook of Endocrinology, 
Philadelphia, W. B. Saunders Company, 1950, chap. 6, p. 349. * 2. Werner, A.: Acta en- 
docrinol. 13:87 (May) 1953. * 3. Hawkinson, L. F.: J.A.M“A. 111:390 (July 30) 1938. 
* 4. Goldzieher, M. A., and Goldzieher, J. W.: Endocrine Treatment in General Practice, 
New York, Springer Publishing Company, Inc., 1953, chap. 2, p. 25. * 5. Malleson, J.: 
Lancet 2:158 (July 25) 1953. « 6. Hamblen, E. C., in Stieglitz, E. J.: Geriatric Medi- 


cine, ed. 2, Philadelphia, W. B. Saunders Company, 1949, chap. 41, p. 672. « 7. Glass, S. J., 


and Rosenblum, G.: J. Clin. Endocrinol. 3:95 (Feb.) 1943. 
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@mong nonhormonal antiarthritics ... 


unexcelled in 


«In the nonhormonal treatment of arthritis 
and allied disorders no agent surpasses 
Burazowio1n in potency of action. 


well-established advantages 
_ include remarkably prompt action, 
broad scope of usefulness, 
a and no tendenvy to development 
__ of drug tolerance. Being 
nonhormonal, ButazoLtpin 
@auses no upset of normal 
endocrine balanee. 


relieves pain, 
improves function, 

Yesolves inflammation in: 
 Gouty Arthritis 
‘Rheumatoid Arthritis 
= Rheumatoid Spondylitis 
Painful Shoulder Syndrome 


being a potent therapeut 
agent, physicians unfamiliar with its 
usé are urged to send for detailed 


(phenylbutazone 
Grtcy). Red coated tablets of 100 mg. 
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more effective than one 
or two pints of tap water 
or salt solution 


FLEET‘ENENA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration . . . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard ...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet )...gentle, prompt, thorough 
... and less irritating than soap suds enemas. 


Established 1869 
Cc. B. FLEET CoO., INC., LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet), a modern laxative of choice. 
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because 


(Chlorotrianisene) 


is stored in body banks’... 


the menopause smoother 


*Tests performed for The Wm. S. Merrell 
Company by an independent radiological lab- 
oratory. Radioactive iodine supplied by the 
U. S. Atomic Energy Commission, Oak Ridge 
National Laboratory. 


1. Greenblatt, R. B., and Brown, N. H.: Am. 
J. Obst. & Gynec. 63:1361, 1952. 2. Thompson, 
C. R., and Werner, H. W.: Proc. Soc. Exper. 
Biol. & Med. 77:494, 1951. 3. Woodhull, R. B.: 
Obst. & Gynec. Surv. 3:201, 1953. 4. Editorial: 
Management of the Menopause, J.A.M.A. 
158:566, 1955. 5. Edwards, B. E.: J. Indiana 
M. A, 47:869, 1954. 6. Gillam, J. S.; Hunter, 
G. W., and Darne, C. B.: J. Clin. Endocrinol. 
14:272, 1954. 7. Nulsen, R. O.; Carmon, W.B., 
and Hendricks, H. O.: Am. J. Obst. & Gynec. 
65:1048, 1953. 


Merrell 


Since 1828 


April 1957 


Section of rat omental fat containing TACE tagged 
with ['31 (A) leaves radioautograph 
evidence (B) of TACE storage in body fat. 


In a control study, 3! was administered without TACE. 
There was no evidence of the iodine in any of the body fat depots. 


Radioautographs* prove unique TACE fat storage supporting 
fat bioassay findings of Greenblatt! and Thompson.2 


Prolonged relief for months after 
cessation of therapy. 


An average duration of relief from menopausal symptoms 

of 2.95 months after discontinuance of TACE therapy has 
been reported.3 The fat storage property of TACE is unique, and 
produces a clinical response free from the gross 

variations in estrogen stimulation common with other estrogens.3 


Only TACE has all three requirements for 
effective hormonal treatment in the menopause‘ 


1. Long-acting — TACE is the only long-acting orally 
administered estrogen. 2. Orally administered — TACE is 
administered only by mouth and is stored in body fat.) 

3. Inhibits pituitary activity — in experimental animals TACE 
has less tendency to produce pituitary hyperplasia 

than other estrogens.5 


Notable freedom from withdrawal bleeding 
and other side effects 
In four series,3-5-7 totaling 257 patients, 250 TAcE-treated 


cases experienced no withdrawal bleeding... 
other side effects were minimal and TACE was well tolerated. 


Average TACE Dosage: 2 capsules daily for thirty days. 
Severe cases may require additional short courses. 


THE WM. S. MERRELL COMPANY New York « CINCINNATI © St. Thomas, Ontario 
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STERANE® won't show your arthritic where they’re 
running or make them strike... but STERANE will 
help him cast, play, net or pursue almost any sport 
or job, by reducing joint pain, swelling and immo- 
bility. STERANE (prednisolone), the most potent anti- 
rheumatic steroid, is supplied as white, scored 5 mg. 
tablets (bottles of 20 and 100) and pink, scored 1 mg. 
tablets (bottles of 100). 


PFIZER LABORATORIES Division, Chas. Pfizer &Co.,Inc. Brooklyn 6,New York 
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new approach to wound healing...’ 


ID afi I ointment 
debrides necrotic tissue 


keeps wound clean 


promotes normal healing 


PANAFIL Ointment meets the need, in stubborn, slow-healing 
wounds, for a “...topical preparation which...can both clean 
out the resistant lesion and foster the natural healing process.”! 
Confirming this dual action of PANAFIL therapy, investigators 
characterize resultant granulations as healthy and highly vas- 
cular, with subsequent epithelium soft and pliable.' 


Three ingredients in PANAFIL Ointment provide therapy safe 
for continuous out-patient use*—yet effective in debilitated hos- 
pitalized patients :'? 


» Papain—efficient enzymatic debriding agent, harmless to nor- 
mal tissue. 


» Urea—augments the cleansing action of papain. 
» Chlorophyll derivatives—control inflammation and promote 
healthy granulation. 


PANAFIL Ointment contains papain powder 10%, urea U.S.P. 
10%, and water-soluble chlorophyll derivatives N.N.R. 0.5% in 
a hydrophilic ointment base. Available in 1-ounce and 4-ounce 


* tubes on prescription only. 


: ae) Literature and samples for clinical trial available on request. 
a (1) Miller, E. W.: New York State J. Med. 56:1446, 1956. 
rs ss (2) Morrison, J. E., and Casali, J. L.: Am. J. Surg., to be pub- 


lished. (3) Garnes, A. L., and Barnard, R. D.: Angiology, in press. 
PANAFIL FOR IMPROVED ENZYMATIC THERAPY 


company ® MOUNT VERNON, N.Y. 
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has many unique advantages as an antispasmodic-sedative... 


Butibel contains (per tablet or 5 cc.): 

Butisol® Sodium 10 mg. (1/6 gr.) 
“daytime sedative” with less risk of accumulation 
or development of tolerance. 


Ext. Belladonna 15 mg. (1/, gr.) 


Natural belladonna and Butisol have approxi-. 
mately equal durations of action (no overlap- 
ping sedation or inadequate spasmolysis). 
Butibel tablets...elixir... 

Prestabs*Butibel R-A (Repeat Action Tablets) 


‘McNEIL *Trade-mark 


LABORATORIES, INC. 
Philadelphia 32, Pa. 
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Surface 
Tension 
Units 


Increasing Efficiency of Fecal Softening 


THE ORIGINAL FECAL SOFTENER 


IN CONSTIPATION 


55.0 
45.0} 
Clinical and physicochemical research have 
40.0; established the optimal dosage for complete fecal 
35.0 softening. At a dosage of 240 mg. of dioctyl 
pel sodium sulfosuccinate once daily, surface tension 
30.0: lowering and homogenization reach the 
; maximum effective level (average daily excretion 
25.0- 150-200 Gm.!). The chart indicates the need for 
a daily dosage of 240 mg. and substantiates the 
20.0; fact that no increase in fecal softening can be 
15.0 obtained from additional quantities. 
10.0- 
5.04 + 
— 
0 
0.1 0.2 0.3 0.4 0.5 


Doxinate Concentration %% 


1. Best & Taylor, The Physiological Basis of Medical Practice, 6th Ed. 
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to effective fecal softening 


CAPSULE DAILY 


provides 


"MAXIMUM EFFECTIVENESS 
~ with 


CONVENIENCE > 
and ECONOMY 


| 
In The Interest of Medicine Since 1870 LL 


| 
Lloyd | BROTHERS INC., CINCINNATI, OHIO 
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Each Multiple Compressed Tablet of MEPROLONE 


provides the inseparable antiarthritic, antirheumatic 


benefits of: 

1. Prednisolone buffered—the newest and most po- 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 
process. 

2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good neue there 
is little likelihood of sodium retention, potassium 
depletion or gastric distress with buffered predniso- 
Jone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEPROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures. 


INDICATIONS: A wide variety of conditions, in which 
four symptoms predominate: a) inflammation 4) muscle 
spasm ¢) anxiety and tension @) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 


Therapeutic benefits of compared with traditional antiarthvitics. 


| 
relieves | inflam- | relaxes | eases 
pain mation | muscle | anxiety wehbe 


Salicylates 
Muscle relaxants 

Tranquilizers | | 
Sterolds | of 
|MEPROLONE | | ae ae 


‘ 1. Meprobamate is the only tranquilizer with 
muscle-relaxant action. 


— 


arthritis, bursitis, synovitis, tenosynovitis, myositis, fibro- 
sitis, fibromyositis, neuritis, acute and chronic low back 
pain, acute and chronic primary and secondary fibrositis 
and torticollis, intractable asthma, respiratory allergies, 
allergic and inflammatory eye and skin disorders (as main- 
tenance therapy in disseminated lupus erythematosus, 
periarteritis nodosa, dermatomyositis and scleroderma). 


SUPPLIED: Multiple Compressed Tablets in bottles of 
100 in two formulas as follows: MePprotone-1—1.0 mg. 
of prednisolone, 200 mg. of meprobamate and 200 mg. of 
dried aluminum hydroxide gel. Meprotone-2— provides 
2.0 mg. of prednisolone in the same formula. 
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NO OTHER 


ANTIRHEUMATIC 


PRODUCT 


PROVIDES AS MANY 


BENEFITS AS 


MEPRO| BAMATE 
PREDNISO| LONE, buffered 


THE ONLY 
ANTIRHEUMATIC, 
ANTIARTHRITIC 


THAT SIMULTANEOUSLY 


RELIEVES: 


1.MUSCLE SPASM 
2. JOINT INFLAMMATION 
3. ANXIETY AND TENSION 


4. DISCOMFORT 


AND DISABILITY 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc. PHILADELPHIA 1, PA. 


] MEPROLONE is the trade-mark of Merck & Ca., Inc. 
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The will to work 
play... 
in epilepsy 


Thanks to your knowledge and 
judicious use of modern 
anticonvulsant drugs and therapy, 
many epileptics today participate 
in useful, often seizure-free 

lives. The four history making 
anticonvulsants presented here 
have been used with gratifying and 
proved results. With them you 
can individualize the treatment 
—fit the therapy to the specific 


seizure type. Do you 
have our literature? Obbott 


TRIDIONE?® (Trimethadione, Abbott) 
First successful synthetic anticonvul- 
sant. ..now an agent of choice... for 
symptomatic control of petit ma/, myo- 
clonic and akinetic seizures. 


PARADIONE® (Paramethadione, Abbott) 
Homologue to Tridione. An alternative 
preparation often effective in cases re- 
fractory to Tridione therapy. Especially 
for the treatment of the petit ma/ triad. 


PHENURONE® (Phenacemide, Abbott) 
A potent anticonvulsant to be used with 
discretion for psychomotor epilepsy, 
grand mal, petit mai, and mixed sei- 
zures. Often successful where all other 
therapy fails. 


GEMONIL® (Metharbital, Abbott) 

An effective drug of low toxicity for 
grand mal, petit mai, myoclonic and 
mixed seizures symptomatic of organic 
brain damage. 


ABBOTT LABORATORIES 
NORTH CHICAGO, ILLINOIS 


704088 
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@ Combination Therapy Approach to 


faster...more effective...more prolonged 
RHINITIS..NASOPHARYNGITIS 
SINUSITIS..NASAL CONGESTION 


due to upper respiratory infections and allergies 


Medihaler-Phen is sate... for 
children, too. Repeated use 
does not lead to cardiac or 
nervous stimulation. No sys- 
temic effects from any active 
ingredient. Great penetrability 
permits small dosage. 


Vest pocket size... unbreakable 
plastic tip easily sterilized... 
economical...each vial delivers 
200 doses...does not lose po- 
tency on standing. 


Each ce. provides phenylephrine HCI 3.6 mg., neomycin sul- 
fate 1.5 mg. (equivalent to 1.0 mg. of neomycin base), and 
hydrocortisone 0.6 mg., in 10 cc. leakproof, spillproof vials with 
metered-dose valve and sterilizable plastic nasal adapter. 


*VASOCONSTRICTIVE 
*DECONGESTIVE 

* ANTI-INFLAMMATORY 
*ANTIBACTERIAL 


Medihaler-Phen is self-powered, measured-dose, vaporized, 
tissue-compatible medication for effective relief of all forms of 
nasal and paranasal congestion. Ingredients are blended, for 
the first time, with an inert, nontoxic aerosol propellent and 
are made more effective with a penetrating surfactant. Accu- 
rately-measured nebular cloud is gentle but penetrating, avoid- 
ing haphazard dosage of sprays, inhalants, and nose drops. 
Great effectiveness...long lasting...minimal rebound...pene- 
trates “mucous blanket.” 


ANOTH Riker) 


FIRST 


% 
= MEASURED-DOSE NASAL NEBULIZATION 
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_..try 


meyenberg 


Evaporated or Powdered, Meyenberg (the original) 
Goat Milk is a natural milk likely to give prompt 
control of cow’s milk allergy. It provides a soft, 
readily-digestible curd... will not cause the diarrhea 
often associated with milk substitutes. 

Meyenberg Goat Milk is nutritionally equivalent 


to evaporated cow’s milk in fat, protein 
and carbohydrates. 


Specify Meyenberg Goat Milk First. Evaporated 
in 14-ounce enamel-lined, vacuum-packed cans 
Powdered in 14-ounce, vacuum-packed cans. 
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goat milk first! 


JACKSON-MITCHELL 


1 Pharmaceuticals, Inc. | 
For further Culver City, Calif. 
information | Serving the \ 
write: wedical Profession 
| Since 1934 
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When round figures 
need scaling down... 


BIPHETAMINE: 


RESIN 


APPETITE CONTROL or 10-14 hours, due 


to ‘Strasionic’—sustained ionic—release. 


PATIENT 
APPRECIATION 


one capsule once-a-day. 
PREDICTABLE 
WEIGHT LOSS Biphetamine capsules 


containing a mixture of equal parts of amphetamine and 
dextro amphetamine in the form of a resin complex. 
Three strengths—Biphetamine 20 mg., 12% mg., 7% mg. 


For Literature and Samples, wie (, 
FOUNDED 1866 


Rochester, N. Y. 
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THE MEDICAL 


> DISEASES OF THE BREAST 


By C. D. Haagensen, M.D., Professor of Clinical 
Surgery, The College of Physicians and Sur- 
geons, Columbia University, and Director of Sur- 
gery. The Francis Delafield Hospital, Columbia, 
New York. 751 pages with 404 figures and 25 
charts. 1956, W. B. Saunders Company, Phila- 
delphia and London. $16.00. 


Undoubtedly, this text, which presents knowl- 
edge accumulated over a 25 year period of con- 
centration on breast diseases, is the best book 
available on the subject. 

The opening chapters cover the anatomy and 
physiology of the mammary gland, with particu- 
lar emphasis on lymphatic drainage of the breast. 
Throughout this section, references are made to 
the surgical significance of the anatomic features. 

Problems associated with the detection and 
diagnosis of breast lesions are discussed in de- 
tail with excellent illustrations. Nineteen chap- 
ters are devoted to the description of the various 
diseases of the breast. In addition to presenting 
reasons for his own program of management. 
the author analyzes opinions of various investi- 
gators and clinicians on the subject of cystic dis- 
ease of the breast. one of the most controversial 
breast diseases from the standpoint of etiology. 
relation to carcinoma, and management. 

The discussion of breast carcinoma, including 
a presentation of the world literature and natural 
history of the disease, takes up over one-half of 
this large textbook. The various symptoms of 
mammary carcinoma and its diagnosis are pre- 
sented in great length, followed by a discussion 
of different forms of breast carcinoma. The sec- 


ookman 


tion on treatment of carcinoma deserves careful 
study. Surgery is presented as the most potent 
weapon against breast carcinoma, with irradia- 
tion and hormonal therapy following in order of 
their effectiveness. The author states that each 
method has its indications; hence he emphasizes 
the importance of classifying the stage of the 
carcinoma before electing the treatment. 

The actual technic for radical mastectomy is 
clearly described. Emphasis is placed on sharp 
dissection, thin skin flaps and minimal manipula- 
tion of the carcinoma-bearing breast. The extent 
of the skin removal is influenced not by prob- 
lems of wound closure but by size and location 
of the tumor. Skin grafting is employed freely. 

The last portion of this text presents the ra- 
tionale of treatment, and indications, dosages 
and results of radiotherapy and hormonal ther- 
apy. The final chapter is on the management of 
carcinoma of the male breast. 

A bibliography at the end of each chapter fa- 
cilitates easy reference. 


> BONE STRUCTURE AND 
METABOLISM 
Ciba Foundation Symposium 


Edited by G. E. W. Wolstenholme, O.B.E., and 
Cecilia M. O'Connor, B.Sc. 299 pages with 121 
illustrations. 1956, Little, Brown & Company. 
Boston and Toronto. $8.00. 


Presented in this volume are texts of the 21 


papers that were given at the Ciba symposium on 
(Continued on page A-138) 
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CHEMICALLY 


CONDITIONED FOR 


GREATER 
CLINICAL 


EFFICIENCY! 


TETRACYCLINE BUFFERED WITH SODIUM METAPHOSPHATE 


GREATER ANTIBIOTIC ABSORPTION 


FASTER BROAD-SPECTRUM ACTION 


Urine Excretion Study demonstrates 
that more Tetracycline is absorbed from 


ACHROMYCIN V 
one 250 mg. capsule 
£ 10 — 
— 52.5 mg. 

x: 

20 — 


acHRomyciN AcHromycin 


Average Blood Levels at 1, 3 and 6 hours 
ACHROMYCIN V vs. ACHROMYCIN 
one 250 mg. capsule 


2.24 


.216 


1 Hour 3 Hours 6 Hours 
ACHROMYCIN V acromycin 


| 
| 
| 1 
2.5 
20 
> 
|| i 
0 0 


ACHROMYCIN V admixes sodium 
metaphosphate with tetracycline. 


A NEW ACHRoMYCIN V provides greater 


antibiotic absorption/faster 


FORM OF THE 
broad-spectrum action for prompt control 


CLINICALLY PROVEN 


of infections commonly seen in 


ANTIBIOTIC medical practice. Indications for 


ACHROMYCIN V include all infections 


treatable with ACHROMYCIN. 


Each Capsule (pink) contains: 


“the only Tetracycline equivalent to 
one es 250 mg. 
of its Sodium metaphosphate... ...... 380 mg. 
kind” 


weight per day for children and adults. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK Lederle 


*rea. U. S. PAT. OFF. 
rs 


TETRACYCLINE BUFFERED WITH SODIUM METAPHOSPHATE 


AcHROMYCIN V Dosage: 6-7 mg. per Ib. of body 


Re, 
; 
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Rautensin provides all the 
essential antihypertensive alkaloids 


Rautensin (the alseroxylon fraction complex 
of Rauwolfia) contains both rescinnamine 
and reserpine, together with the other 
valuable alkaloids. 


Produces a gradual and sustained drop 
in blood pressure. 


Calms and soothes the patient without 
loss of alertness. 


Rautensin is less likely 
to produce mental depression 
The alseroxylon fraction complex of 


Rauwolfia was found less prone to cause 
mental depression. ! 


Does not usually cause drowsiness. 


Is purified and is therefore free of inert 
dross present in the whole root. 


1. Moyer, J.H.; Dennis, E., and Ford, R.: 
A.M A. Arch. Int Med. 96: 530, 1955 


Each tablet contains 2 mg. purified Rauwolfia 
serpentina alkaloids (alseroxylon fraction) 


SMITH-DORSEY Lincoln, Nebraska a division of The Wander Company 
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— THE ALKALOID COMPLEX WITH LESS SIDE-EFFECTS @ 
yet the total therapeutic activity of RAUWOLFIA 


“Hey, Tommy, 
have you heard about 

the delicious new : 
apple-flavored 
ABDEC’ DROPS’: 


ABDEC DROPS are supplied in 15-ce. 
and in 50-cc. bottles with calibrated 
non-breakable plastic droppers. 
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bone structure and metabolism. held in Lindon 
on July 12 to 14, 1955. These papers are con. 
cerned with all aspects of bone. from its ¢ iemi- 
cal structure and formation to the metaboli«m of 
normal and diseased bone. Factors intimate'y re. 
lated to bone, such as vitamin D and the para. 
thyroid glands. also are discussed. In addition, 
there are observations on experimentally pro. 
duced disease of bone and the newly recognized 
syndrome of hypophosphatasia. 

The text is liberally illustrated with photo. 
graphs. graphs and tables. Excellent, pertinent 
discussions by the participants in the symposium 
appear at the end of each paper. 

Although this book will appeal primarily to 
those interested in the structure and physiology 
of bone, many sections also will be useful to the 
clinician. 

R. V. R. 


& EXAMINATION OF THE 
NERVOUS SYSTEM 
A Student’s Guide 


By A. Theodore Steegmann, M.D., Projessor oj 
Medicine, Neurology, University of Kansas 
School of Medicine, Kansas City, Kansas. 164 
pages, illustrated. 1956, The Year Book Publish- 
ers, Inc., Chicago. $3.75. 


This student’s guide is written for the under- 
graduate medical clerk to carry in the wards as 
a pocket reference. Division of the subject mat- 
ter by chapters is along customary lines: neuro- 
anatomy, anamnesis, examination of patient. and 
so on. Especially well done is the section on “Ex- 
amination of the reflexes.” 

The style of writing is clear and understand- 
able. In places. however. the neurologic terms 
employed and the complexities described are 
seemingly too advanced for the manual to serve 
as a quick source of information to the uniniti- 


- ated medical student. Indexing of the contents is 


more complete than that usually encountered in 
similar volumes. and the selected bibliography is 
good basic background material. 

The author has eicountered, as have others. 
the difficulty of compressing the contents of an 
extensive specialized field characterized by un- 
familiar terminology into a small space and easily 
recognizable concepts for the neophyte. On the 
whole the effort is satisfactory and may well 
serve to “whet the student’s appetite.” 

Ii. W. D. 
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> MANUAL OF ANESTHESIOLOGY 
For Residents and Medical Students 


By Herman Schwartz, M.D., S. H. Ngai, M.D. 
and E. M. Papper, M.D., Anesthesiology Service. 
The Presbyterian Hospital, and Department of 
Anesthesiology, Columbia University College of 
Physicians and Surgeons, New York. A mono- 
graph in the Bannerstone Division of American 
Lectures in Anesthesiology. Edited by John 
Adriani, M.D., Director, Department of Anes- 
thesia, Charity Hospital, New Orleans. 170 pages. 
1957, Charles C Thomas, Springfield, Illinois. 
$4.25. 


Although this small volume does not include 
everything a beginner should know concerning 
anesthesiology, the more important points are 
covered, and once this work has been read. addi- 
tional details can be obtained from other works. 

The authors present the fundamentals of the 
subject, the signs and the stages of general an- 
esthesia, and explanations of recording and chart- 
ing. Premedication, administration and dosages 
of drugs. and the neural and chemical control of 
respiration are explained. Short and easily read 
chapters contain information on the transport of 
respiratory gases, the heart. and coronary and 
peripheral circulation. The autonomic nervous 
system. the anatomy of the upper respiratory 
tract. the physics of anesthetic gases and vapors. 
and muscle-relaxant drugs and their antagonists 
are discussed. A chapter on intravenous anes- 
thesia treats also of rectal anesthesia. Especially 
well done are the chapters on pulmonary fune- 
tion and the complications of general anesthesia. 

Some special principles of pediatric anesthesia 
are presented. The book also deals with local an- 
esthesia. spinal, caudal and epidural anesthesia 
and with obstetric anesthesia and resuscitation. 
Surgical emergencies that concern the anesthesi- 
ologist are described. The commentary on the 
hazards of fire and explosion is useful, and the 
tables of normal values undoubtedly will be con- 
sulted often. 

Indexed and printed on good paper, this vol- 
ume should be readily available to those who ad- 
minister anesthetic agents and, particularly. to 
those who teach anesthesiology. Moreover, the 
book will be of real value to persons who are 
contemplating taking the examinations of the 
American Board of Anesthesiology. Inc. 

(Continued on page A-14]) 
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2K translation: “It so happens that highly 
palatable, apple-flavored ABDEC DROPS 
are, at present, my source of nutritional 


supplementation, providing ample 
amounts of eight important vitamins in 


aqueous, nonalcoholic form.” 

PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 
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Against Pathogen & Pain 
in urinary tract infections 


| Azo Gantrisin combines the single, soluble sulfonamide, Gantrisin, 


with a time-tested urinary analgesic - in a single tablet. 


Prompt relief of pain and other discomfort is provided 


together with the wide-spectrum antibacterial effectiveness 


of Gantrisin which achieves both high urinary and plasma levels so 


important in both ascending and descending urinary tract infections. = 
Each Azo Gantrisin tablet contains 0.5 Gm Gantrisin ‘Roche’ plus 50 mg phenylazo-diamino-pyridine HCl. 


Gentrisin® - brand of sulfisoxazole 


Original Research in Medicine and Chemistry 
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CEREBRAL PALSY 
Advances in Understanding 
and Care 


B, Viola E. Cardwell, R.N. 625 pages, illus- 
treted. 1956, Association for the Aid of Crippled 
Children, New York. $5.00. 


This excellent compilation of data presents 
the broad and nonmedical aspects of an impor- 
tant medical and sociologic problem. It will be 
of particular value to nonmedical professional 
students and personnel in the field of cerebral 
palsy. As stated in the author’s preface, the book 
is intended to furnish background material and 
to give insight into the individual and the com- 
munity aspects of the various conditions that 
are included under the designation “the cere- 
bral palsies.” 

The book is divided into three main sections. 
The first portion deals with the medical back- 
ground and diagnosis of cerebral palsy. As might 
be expected, the medical aspects of the problem 
have been treated so superficially as to be of 
little value to physicians. In the second part, the 
author deals with the individual having cerebral 
palsy and his total habilitation, discussing all 


when you prescribe 
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available modes of treatment without describing 
specific technics. In the third portion of the 
book the author describes some of the commu- 
nity aspects of cerebral palsy. 

Although it is not intended as a guide in the 
diagnosis and treatment of the specific difficul- 
ties of the child with cerebral palsy. the book has 
value as a reference for all interested in the 
problem. 

D. W. M. 


PRE- AND POSTOPERATIVE 
CARE IN THE PEDIATRIC 
SURGICAL PATIENT 


Edited by William B. Kiesewetter, M.D., Associ- 
ate Professor of Surgery, University of Pitts- 
burgh School of Medicine, Pittsburgh, with 16 
contributors. 347 pages. 1956, The Year Book 
Publishers, Inc., Chicago. $7.00. 


Recognizing the fallacy in treating pediatric 
surgical patients as “little adults,” the editor 
has prepared this book to aid the “occasional 
pediatric surgeon” who is not familiar with prob- 

(Continued on page A-143) 
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lems peculiar to this age group. The principles 
outlined are those derived from basic care poli- 
ces used at the Children’s Hospital of Pittsburgh. 
where the editor is surgeon in chief. No attempt 
is made to cover thoroughly the field of surgery 
in children, but those conditions frequently seen 
are included. The outline form is used with index 
and cross index, which makes the book a ready 
reference. Collaboration with authorities in as- 
sociated fields has contributed to the book’s com- 
pleteness. 

Topics discussed in the first section are the 
child’s emotions and surgery, by a child psy- 
chiatrist; fluid and electrolyte balance, and pedi- 
atric anesthesia. Next is a section covering con- 
sideration of the factors involved in the normal 
and abnormal postoperative period, care of the 
wound, and the use of oxygen. The final section 
deals with specific preoperative and postoperative 
considerations in the various surgical areas— 
abdominal, thoracic, orthopedic, neurosurgical. 
plastic. urologic, otorhinolaryngologic and oph- 
thalmic—each written by an authority in his 
field. 

A useful appendix concludes the work. It con- 
tains information on the immediate handling of 
dehydration and acidosis, drug dosages, compo- 


sition of electrolyte solutions used in pediatric 

surgery. normal values for blood chemistry. 

spinal fluid and liver function studies. and a 

table of figures for hemoglobin, erythrocytes, 

hematocrit and thrombocytes at varying ages. 
S. D. M. 


AN ATLAS ILLUSTRATING 
DISEASES OF THE EYE 


By E. S. Perkins, F.R.C.S., Reader in Ophthal- 
mology, and Peter Hansell, F.R.P.S., Director. 
Department of Illustration and Photography, In- 
stitute of Ophthalmology, University of London, 
England. 85 pages with 43 pages of color illus- 
trations. 1957, Little, Brown & Company, Bos- 
ton. $10.00. 


The several illustrations on each page of the 
Atlas, most of them in eight color lithography. 
depict exceptionally well diseases of the facial 
skin, lids and external eye. In some instances 
these illustrations are augmented by drawings or 
photographs in black and white. There are a 
number of drawings in color of the fundus, 

(Continued on page A-145) 


high potency vitamin-mineral formula 


“The necessary use of antibiotics, sulfonamides and other drugs 
calls for nutritional measures to offset their antimetabolic 


effect.’’* 


MYADEC Capsules are supplied in botties of 30, 100, 250, and 1,000. 


*Campbell, ©. G., in Wohl, M. G., & Goodhart, R. S.: Modern Nutrition in Health and Disease, 
Priladeiphia, Les and Febiger, 1955, p. 835. 
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Ideal for inflammatory / infectious dermatoses 


NEO-MAGNACORT 


topical ointment 
NEOMYCIN+the first water-soluble dermatologic corticoid 


outstanding availability, penetration, therapeutic concentrations and potency 
— without systemic involvement. In 1/2-0z. and 1/6-oz. tubes, 0.5% neomycin sulfate and 
0.5% ethamicort (MAGNACORT). 


for inflammation without infection MAGNACORT topical ointment 


brand of ethamicort 
In 1/2-0z. and 1/6-o0z. tubes, 0.5% ethamicort (hydrocortisone ethamate hydrochloride). 


PFIZER LABORATORIES (Pfizer) Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 


Trademark 


the greatest 
name 


PLUS 
and health 
InsUYaNCe... 


MISERABLE COLD 


each coated tablet: 
Phenacetin (3 gr.). . « « 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 


HOME OFFICE: OMAHA, NEBRASKA Phenobarbital (% gr.) 16.2 mg. 


Hyoscyamine Sulfate . . . . 0.031 mg. 


CANADIAN HEAD OFFICE: TORONTO Prophenpyridamine Maleate . + 12.5 mg. 
V. J. SKUTT, President aan + 10.0 mg. 


More Than 800 Million Dollars Ke wane 
Paid in Benefits 
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wnich show common eye diseases and some rare 
oes, including a wide selection of vascular 
clianges, that are found in various stages of sys- 
temic and local disease. The uveal tract and lens 
and retrolental fibroplasia are fully covered, and 
a number of fundus lesions of toxoplasmosis are 
included in the discussion. The illustrations are 
on the right-hand pages, with the description and 
diagnosis on the opposite pages, which makes the 
Atlas a very useful desk reference. 

W. L. B. 


> DIABETES MELLITUS 


By Howard F. Root, M.D., Medical Director, and 
Priscilla White, M.D., Joslin Clinic, Boston. 346 
pages. 1956, The Blakiston Division, McGraw- 
Hill Book Company, Inc., New York. $7.00. 


This is one of the best and most practical 
books on diabetes mellitus that is available today. 
The authors. both long-recognized experts on 
this disease. have written a text that is easy to 
read yet full of helpful information on the care 
of diabetic patients. There are chapters on diag- 
nosis, diets, insulins, hypoglycemia, insulin re- 
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sistance, oral hypoglycemic compounds, and dia- 
betic acidosis and coma. One section deals with 
the various complications of diabetes, such as 
skin lesions, disorders of the eye, neuropathy. 
cardiovascular disease, nephropathy and surgical 
complications; and with frequently associated 
diseases such as tuberculosis and infections of 
the urinary tract. Additional topics are the man- 
agement of juvenile diabetics, pregnant diabetics, 
and children born of diabetic mothers. A useful 
chapter discusses the examination of urine and 
blood, and the final chapter gives detailed direc- 
tions for the determination of pregnanediol, 17- 
ketosteroids, 17-hydroxysteroids and chorionic 
gonadotropins—tests hardly to be applied in the 
usual diagnostic laboratory. 

The book has no bibliography, contains sev- 
eral erroneous references to other portions of 
the text, and, in several sections on treatment, 
is less detailed than would be desirable: how- 
ever, these are minor drawbacks. Although “Dia- 
betes Mellitus” has been published as one in the 
series of “Handbooks for the General Practi- 
tioner,” it will appeal to specialists in many 
fields. 

R. V. R. 
(Continued on page A-147) 
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to help them 


TAKA-COMBEX Kapseals®— containing the starch-digestant Taka-Diastase,® B-complex 
vitamins, ascorbic acid, and liver concentrates—is available in bottles of 100 and 1,000. 


TAKA-COMBEX Elixir —containing Taka-Diastase and B-complex vitamins—is available 


in 16-ounce bottles. 
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Thoughts only for others... 


The homemaker needs help from the 
doctor and from nutrition and health 
educators . . . to realize the importance 
of building and maintaining her own 
health as well as that of her family. 
Many women whose diets are of poor 
nutritional quality complain of minor 
ailments and constant fatigue . . . suffer 
from various chronic diseases . . . and are 
overweight from lack of exercise. Re- 
search has shown that omission of break- 
fast is often associated with mid-morning 
fatigue . . . drop in blood sugar levels... 
decreased work output . . . and decreased 
efficiency of protein utilization. Even ap- 
petite is more difficult to control. 
Surveys show homemakers often have 
poorer eating habits than their husbands 
and children . . . than employed women 
of comparable income. Skipping break- 
fast .. . having just coffee for morning or 
noon meal . . . and low level of milk con- 
sumption are common dietary faults of 
homemakers. A good breakfast which in- 


cludes milk or other source of high qual- 
ity protein can help promote pep and 
energy throughout the day, by prevent- 
ing fall in blood sugar levels. 

Three glasses of milk a day . . . to drink 
...used in food preparation. ..as cheese, 
or ice cream. . . will provide the calcium 
needs of women . . . and supply generous 
quantities of high quality protein and 
other essential nutrients. 

In planning meals for the homemaker, 
and for the woman who works, milk and 
milk products are foundation foods for 
good eating and good health. 

The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 
Since 1915 .. . promoting better health 
through nutrition, research and education. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


111 ‘N. Canal Street Chicago 6, Ill. 


THIS ADVERTISEMENT IS ONE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST 
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» PRINCIPLES OF CLINICAL 
ELECTROCARDIOGRAPHY 


By Mervin J. Goldman, M.D., Assistant Chief of 
the Medical Service and Cardiologist, Oakland 
} eterans Administration Hospital, Oakland, Cali- 
fornia. 310 pages, illustrated. 1956, Lange Medi- 
cal Publications, Los Altos, California. $4.50. 


This is a paper-bound, lithographed book in 
which the electrocardiograms are clearly repro- 
duced and appear to be actual tracings rather 
than drawings. 

The volume has 17 chapters and begins with 
a discussion of the electrocardiographic equip- 
ment available, the various leads. and some of 
the technical problems encountered in making 
electrocardiograms. Successive chapters con- 
sider electrophysiology of muscle, the normal 
complex, the influence of heart position on the 
electrocardiogram, and changes in the electro- 
cardiogram related to age and the various ab- 
normalities. The abnormal electrocardiogram 
occupies 10 of the last chapters, and the final 
chapter is devoted to a series of examples of 
various abnormalities presented as an exercise 
for the reader. Also included are a short but ap- 


parently adequate glossary. a brief bibliography 
and an index. 

This book offers a condensed but surprisingly 
complete coverage of clinical electrocardiography. 
Some simplification is necessitated by the con- 
densation. but this does not detract from the 
value of the contents. This volume will be wel- 
comed by the beginner as an understandable and 
yet fairly complete introduction to clinical elec- 
trocardiography. and it will be useful as a quick 
source of reference for the busy practitioner. 

J. A. C. 


CHILDREN’S EYE PROBLEMS 


By Emanuel Krimsky, M.D., Attending Staff in 
Ophthalmology, St. John’s Hospital, Long Island 
City. and Flower and Fifth Avenue and Metro- 
politan Hospitals, New York City. 175 pages 
with 35 figures. 1956, Grune & Stratton, Inc., 
New York and London. $6.00. 


The common eye disorders of children come 
from congenital and hereditary influences, home 
environment. systemic disease and disorders of 

(Continued on page A-149) 
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Most patients treated with ‘Compazine’. . . 
“showed prompt, marked improvement in 


their emotional outlook.’’ 


Vischer’ reports that 37 of 38 patients treated with 
‘Compazine’ for psychoneurotic symptoms had 
“marked” or “moderate’’ relief. “21 patients were 
totally free of such symptoms and obtained a better 
response than to any previous medication. Confusion 
and depression disappeared dramatically, and primary 
complaints became less important to them as they 
became far more relaxed, less nervous and less tense. 
Many were able to return to work or had renewed 


interest in their surroundings and hobbies.” 


1. Vischer, T.J.: Clinical Study of Proclorperazine, A New 
Tranquilizer for the Treatment of Non-Hospitalized 
Psychoneurotics, New England J. Med., January, 1957. 


Smith, Kline & French Laboratories, Philadelphia 


Compazine 


a true tranquilizing agent with minimal side effects 


*Trademark for proclorperazine, S.K.F. 
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the nervous system. These conditions, with em- 
phasis on methods of examination and treatment, 
are described in this book. 

The author, an ophthalmologist who also has 
spent many years as a pediatrician, believes that 
a child’s eyes can be examined successfully with- 
out asking a single question. Simple, objective 
and accurate tests which capture a child’s inter- 
est are described. The responses and reactions of 
the child to these tests give the examiner the 
necessary information for a diagnosis. 

Although the short paragraphs on common 
eye diseases are not of textbook content, they 
are sufficient to remind the examiner of the sali- 
ent features of the diseases. However. consider- 
ing their importance, cataracts and diseases of 
the retina are treated quite briefly. 

Chief among children’s eye conditions that 
require special attention are errors of refraction 
and disturbances of motility. These subjects are 
especially well handled and are illustrated with 
cases from the author’s practice. School prob- 
lems and psychosomatic states are discussed, and 
the suggestions which are given for management 
will prove helpful to the busy doctor. 

W. L. B. 


Books received are acknowledged in this de- 
partment. As space permits, books of principal 
interest to our readers will be reviewed more ex- 
tensively. 


Classies in Arterial Hypertension. By Arthur Ruskin, 
M.D., Associate Professor of Internal Medicine, Univer- 
sity of Texas. A monograph in the Bannerstone Division 
of American Lectures in Science and Medicine. Edited 
by Wiktor W. Nowinski, Ph.D., Associate Professor of 
Biochemistry, University of Texas, Galveston. 358 pages. 
1956, Charles C Thomas, Springfield, Illinois. $9.50. 


Practical Diagnosis and Treatment of Liver Dis- 
ease. By Carroll Moton Leevy, M.D., Director of Clinical 
Investigation, Jersey City Medical Center, Jersey City, 
New Jersey. 336 pages with 84 illustrations. 1957, Paul 
B. Hoeber, Inc., Medical Book Department of Harper & 
Brothers, New York. $8.50. 


Practical Office Gynecology. By Albert Decker, M.D., 
Clinical Professor of Gynecology and Obstetrics, New 
York Medical College, and Wayne H. Decker, M.D., 
Assistant Clinical Professor of Obstetrics and Gynecolo- 
gy, New York University College of Medicine, New 
York. 400 pages with 103 illustrations. 1956, F. A. Davis 
Company, Philadelphia. $10.50. 


Pregnancy and Birth. By Alan F. Guttmacher, M.D., 
Director of Gynecology and Obstetrics, Mt. Sinai Hos- 
pital, New York. 335 pages. 1957, The Viking Press, 
Inc., New York. $4.50. 
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Modern Office Gynecology. By George Blinick, M.D.. 
Attending in Obstetrics and Gynecology, and Sherwin A. 
Kaufman, M.D., Associate Attending in Obstetrics and 
Gynecology, Beth Israel Hospital, New York City. 218 
pages with 47 illustrations. 1957, Lea & Febiger, Phila- 
delphia. $4.50. 


Mental Health Administration. By Jack R. Ewalt, 
M.D., Commissioner, Massachusetts Department of Men- 
tal Health, and Clinical Professor of Psychiatry, Har- 
vard Medical School, Boston. 168 pages. 1956, Charles 
C Thomas, Springfield, Illinois. $5.50. 


British Medical Bulletin. Physiology and Pathology 
of the Kidney. Symposium, prepared under the chair- 
manship of Professor Robert Platt, University of Man- 
chester, England, with 27 contributors. Vol. 13. No. 1. 
74 pages. 1957, Medical Department, The British Coun- 
cil, London. $3.25. 


Clinical Use of Radioisotopes. By William H. Beier- 
waltes, M.D., Associate Professor of Internal Medicine, 
University Hospital, Ann Arbor; Philip C. Johnson, 
M.D., Assistant Professor of Internal Medicine, Univer- 
sity of Oklahoma Medical School, Oklahoma City, and 
Arthur J. Solari, M.S. (Physics). Instructor in Radia- 
tion Physics, University Hospital, Ann Arbor. 456 pages 
with 126 illustrations. 1957, W. B. Saunders Company, 
Philadelphia and London. $11.50. 


Positioning in Radiography. By K. C. Clark, F.S.R., 
Principal of the Department of Radiography and Medi- 
cal Photography of Ilford Limited, London. Ed. 7. 655 
pages with 2,150 illustrations. 1956, Grune & Stratton, 
Inc., New York and London. $29.00. 


Radicular Syndromes. With Emphasis on Chest Pain 
Simulating Coronary Disease. By David Davis, M.D., 
Member, American Society for Clinical Investigation; 
formerly, Instructor in Medicine, Harvard University 
Medical School, Boston. 266 pages with 69 illustrations. 
1957, The Year Book Publishers, Inc., Chicago. $6.50. 


Pediatric Cardiology. By Alexander S. Nadas, M.D., 
Assistant Clinical Professor of Pediatrics, Harvard Medi- 
cal School, Boston. 587 pages with 343 illustrations. 
1957, W. B. Saunders Company, Philadelphia and Lon- 
don. $12.00. 


Stress and Strain in Bones. By F. Gaynor Evans, 
Ph.D., Associate Professor of Anatomy, Wayne State 
University, Detroit. A monograph in the American Lec- 
tures in Medical Physics. Edited by Otto Glasser, Ph.D.., 
Department of Biophysics, Cleveland Clinic Foundation, 
Cleveland. 245 pages with 42 illustrations. 1957, Charles 
C Thomas, Springfield, Illinois. $6.50. 


The Principles and Art of Plastic Surgery. By Sir 
Harold Gillies, F.R.C.S. and D. Ralph Millard, Jr., M.D.. 
Assistant Clinical Professor, University of Miami School 
of Medicine, Miami. Vols. [ and II. 690 pages with 2,472 
illustrations, 122 in color. 1957, Little, Brown & Com- 
pany, Boston. $35.00. 


Year Book of Drug Therapy. 1956-1957 Series. Edited 
by Harry Beckman, M.D., Director, Department of Phar- 
macology, Marquette University Schools of Medicine 
and Dentistry, Milwaukee. 514 pages. 1957, The Year 
Book Publishers, Inc., Chicago. $6.75. 
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Doctor-—it’s up to you 


to treat Obesityas a serious medical problem 


RESYDESS 


Oe. chile adjunct to obesity management 


AY 


Far from being a subject for comic cartoons, obesity is recognized. as an infamous contributor to a wide 
range of degenerative and organic diseases. Only you—employing weight-control agents such as ‘dual- 
powered RESYDESS—can wean patients from excessive ingestion of food. 


RESYDESS strikes at the underlying causes of obesity: 


1. It quells hunger and elevates the mood through 2. Itrelieves stress and anxiety tension believed by 
the effective appetite-depressant, d/-Desoxyephed- many to be a primary reason for compulsive eating, 
rine Hydrochloride. through the potent tranquilizer—Reserpine. 


Tandem action of the teamed ingredients successfully checks the desire for excess food and simultane- 
ously keeps the patient calm but alert. 


Each RESYDESS tablet contains: 
Reserpine 
d/-Desoxyephedrine Hydrochloride.... 


CHICAGO PHARMACAL COMPANY 
CHI E DI c 5547 N. Ravenswood ax " Guna Office: 381 Eleventh St. 
Chicago 40, Ill. San Francisco, Calif. 
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A “re-view” of iron therapy 


with peptonized iron 


for dependable 


hemopoietic response 


It is well-established that peptonized iron is vir- 
tually predigested. Anemias refractory to other 
forms of iron will often respond promptly to 
Livitamin. And the Livitamin formula, con- 
taining the B complex, provides integrated 
therapy to correct the blood picture, and to 
improve appetite and digestion. 


Current studies* show Peptonized Iron 
—One-third as toxic as ferrous sulfate. 
—Absorbed as well as ferrous sulfate. 
—Non-astringent. 

—Free from tendencies to disturb digestion. 
(One-tenth as irritating to the gastric 
mucosa as ferrous sulfate.) 

—Highly effective in iron-deficiency anemias. 


*Keith, J.H.: Utilization and Toxicity of Pep- 
tonized Iron and Ferrous Sulfate. Read before 
the American Association for the Advancement 
of Science, Atlanta, Georgia, December, 1955 


April 1957 


EACH FLUIDOUNCE CONTAINS: 


lron peptonized 0.42 Gm. 
(Equiv. in elemental iron to 71 mg.) 
Manganese citrate, soluble 
Thiamine hydrochloride 
Riboflavin 
Cobalamin Conc. 
(Vitamin B,2 activity) 
Niacinamide 
Pyridoxine hydrochloride 
Pantothenic acid 
Liver fraction 1 
Rice bran extract 
Inositol 
Choline 


The S. E. MASSENGILL Company 


Bristcl, Tennessee 
New York Kansas City San Francisco 
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nonaddictive 


relatively nontoxic 


well tolerated 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate— U.S. Patent 2,724,720 


1 “Habituation does not follow the 
use of Miltown and . . . withdrawal 
symptoms have been completely absent.’ 


2 ‘‘We found meprobamate [‘Miltown’] 
to be a drug of extremely low toxicity and 
well tolerated . . . no tendency to 
addiction was encountered.” 


©) “No patient developed a tolerance 
to the drug, although medication was 
prolonged in some cases as long as 
six months.” 


f 
“ “Complications associated with 
long-term therapy are probably seen in 
lowest incidence with meprobamate 
[(“Miltown’].” 


-) “Thus far, there has been very little 
evidence of actual habituation to mepro- 
bamate [‘Miltown’]. No real tolerance has 
been observed.” 


@ 


THE MiLTOWN® 
MEPROBAMATE MOLECULE 


Tranquilizer with muscle-relaxant action 
DISCOVERED AND INTRODUCED 
BY WALLACE LABORATORIES, New Brunswick, N. J. 


SUPPLIED: 400 mg. scored tablets (Bottles A 50 tablets) 
Usual Dosage: 1 or 2 tablets t.i.d. 


Literature and samples available on request 


CM-3706-R-4 
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prepared by the 


J. K. LASSER INSTITUTE 


for 
Postgraduate 
Medicine 


Planning 


A monthly service dealing with the basic problems 
of increasing your net income and building personal 
| 


capital .. . in the face of today’s high tax structure APRit. 19867 


Doctors Are Home Buyers - and a house can be a good in- 
vestment. But because it is a substantial investment, it can also 
be a heavy financial burden - unless you buy carefully. 

Unlike other individuals, a doctor's practice may limit 
choice of community within which he will locate his home. And 
there are added home costs attributable to location. A nice 
colonial house on Long Island's South Shore might carry a price 
around $20,000. A similar house on Long Island's more fashion- 
able North Shore might carry a price double in amount. That's a 
price for 'neighborhood.'' But there are other home costs due to 
location. 

You realize when you buy in a new and growing community, 
there will be added costs for improvements, e.g., sewer and 
water systems, street assessments, etc. Or take the matter of 
fire insurance protection. If you buy in a community with a 
modern and efficient fire department, fire insurance might run $6 
a year per $1,000 coverage. But if you buy in a community which 
has not yet installed adequate fire protection, premiums might run 
as high as $18 a year per $1,000. On $15,000 coverage that could 
mean an additional cost in home ownership of $180 a year. 

Local tax office can tell you of assessments for improve- 
ments already authorized. Then by examining the community with 
respect to curbs, gutters, and public services already furnished, 
you can reasonably evaluate need for additional assessments for 
further improvements. 


How Much Should You Pay On Home Purchase? - Real 
estate men have a rule of thumb. It's a flexible rule but don't 
attempt to bend it excessively. Where home owner's income ex- 
ceeds $5,000 a year, rule dictates caution once price exceeds 
twice income. Violate that rule to too large a degree and you may 
find that you bought too much home on too little income. 

Of course, there will be variations in applying that rule. 

If a doctor is able to make a substantial down payment and thus 
reduce amount of mortgage debt, a purchase price considerably 
higher than twice income still might be well within safety limits. 

In estimating what you can afford to pay as purchase price, 

( don't overlook recurring cost for taxes, utilities and fuel which 
will be incurred by you as a home owner. If taxes on your land 
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and house will run more than 2 1/2% of the purchase price, pro- 
ceed cautiously. Such costs are regular and recurring, and in 
recent years, have tended to rise rather than drop. 


Check Mortgage Terms - for more than principal and 
interest payments required. The open-end mortgage is worth 
looking into. Take the doctor who will live in and practice from 
his new home. He can visualize what he will need in the way of 
living and office space as his family and practice grow, He may 
attempt to buy now added space he will need in the future, bind 
himself to a heavy financial commitment currently. With an open- 
end mortgage he can add to his house when the additional space is 
needed, cover the cost of such addition by increasing the size of 
his mortgage without shopping around for a new lender. 

And you might want to have a clause in the mortgage per- 
mitting prepayment without penalty. With such clause, you can 
accelerate principal payments any time you wish. Many mort- 
gages impose a penalty for such accelerated payments. Prepay- 
ment, assuming there is no penalty, can save you money. A 
$10,000 loan at 5% paid off in fifteen years rather than twenty 
means a saving of more than $1, 600 in interest. 


If You Have An Ambitious Son Or Daughter - some time 
late this month or early next month he (or she) will start explor- 
ing summer job opportunities. Although we've had a changed rule 
for more than two years covering earnings of a child, there is 
still considerable confusion as regards tax consequences - to the 
child, to the parent. 

If the child earns $600 or more during summer vacation, 
the child must file a tax return next year. But unless earnings 
exceed $675, not a penny of tax will be due. Even if the child 
earns less than $600, a return should be filed to secure refund of 
income withheld on such earnings. The father still retains the 
child as a dependent and takes $600 exemption. 

Regardless of the child's income and age, the child, attend- 
ing school, remains a dependent of the parent provided the parent 
contributes more than half his support. That's so even if the child 
must file or voluntarily files an income tax return, 


On Installment Payments Of Insurance Death Proceeds - 
should widow elect deferred payment? It may be important to 
your wife if you should predecease her, Or as friend and asso- 
ciate of the husband, his widow may ask you for advice. If install- 
ment election is made, beneficiary will receivé larger payments 
reflecting interest. While the interest factor on installment pay- 
ments of life insurance is now subject to tax, a widow is allowed 
to receive such interest up to $1,000 a year tax free. Value of 
that tax free treatment is often overlooked. If husband carried 
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$50,000 insurance, election by widow to take installment payments 
over a 20-year period would mean $13,250 extra to her ($63,250 
insurance proceeds rather than $50,000) - and not a penny of the 
additional payment would be subject to tax. 

Following table shows how much more widow would receive 
on election to receive monthly installment payments over 20 years 
rather than lump sum payment - and taxable income resulting, if 
any, on additional payments received. 


Amount of Increased payment on Taxable income each year 


insurance installment election on additional payment 
$ 10,000 $ 2,650 $0 
20,000 5, 300 0 
30,000 7,950 0 
40,000 10, 600 0 
50,000 13,250 0 
60,000 15, 890 0 
70,000 18,525 0 
80,000 21,190 60 
90,000 23,825 190 
100,000 26,480 325 


Getting Treasury Aid In Making Out Your Return - If you 
haven't completed your return due April 15, and you are having 
trouble, you can get aid from your local Internal Revenue Service 
office. If you do so, don't throw away your supporting records. 

It could be embarrassing and costly later. 

There is a popular misconception that any income tax 
return prepared with agent's assistance gets special handling and 
that such returns are not subject to audit. That's not so. Chances 
that your return will be audited are neither increased or decreased 
regardless of whether you received Treasury assistance in prep- 
aration of it. 


* * 


Operating Losses Of Private Hospital Give Tax Deduction - 
to doctors running the institution. A group of doctors organized 
a much needed private hospital which was used exclusively by 
their patients. The doctors were all successful practitioners. 
However, the hospital incurred losses each year. In order to 
keep the hospital running, the doctors made good the losses 
incurred by it. Are the payments they made to cover such losses 
tax deductible? 

In the past, Treasury took the position they were not. One 
doctor took Government to court, was upheld in his right to tax 
deduction. The Treasury has now acquiesced to that decision. 

The Treasury acquiescence means that under similar cir- 
cumstances a doctor will not be required to litigate his right to 
tax deduction. If faced witha similar problem, Treasury now 
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agrees that even though you're under no legal obligation to make ) 
up any part of the hospital's operating losses, if you do, you're 
entitled to deduct such payment from your professional income. 


Making For A Happy Medical Partnership - In the past, 
each member of a medical partnership contributed equal time and 
services to partnership. Former practice was to allocate fees 
received for services performed by the group equally among 
members. That was a fair and equitable allocation. But last year, 
several of the members had heavy outside activities. They were 
unable to contribute services to same degree as in the past. An , 
equal allocation of fees is no longer fair. | 

If partnership agreement is revised now after the close of 
tax year so the greater service performed by some members is 4 
given recognition, will revision come under tax attack? In the j 
past, that possibility existed. Those partners agreeing to accept 
a smaller share of partnership fees might find government seeking 
to tax them with income which they never received. We understand 
Treasury has changed its position. A revision of a partnership 
agreement giving some partners a greater share of partnership 
fees, others a smaller share, will not be attacked if revision is 
made before partnership return date and if not made to avoid taxes. 


Don't Overlook Insurance Company Stocks - if you're seek- 
ing a security with real growth potential. Over past 20 years stock 
life insurance companies have been able to earn a very high com- 
pounded return on stockholders' capital and surplus. For the 
larger stock companies, average annual return has run from 12% 
to 20%. The companies also follow an earnings retention policy. 
In recent years the biggest have retained 80% or more of earnings, 
distributed 20% or less to stockholders. Finally, under the 
formula used to tax these companies, corporate profits have been 
given substantial tax shelter. 

The combination of all these factors has permitted build-up 
of capital values for a capital gain return to the investor when he 
sells his shares. Ignoring the general market rise which took 
place in '55 and '56, one investment analyst points out how $1,000 
invested in 1942 would have grown by the end of 1954 if invested 
in (1) five blue chips and (2) five representative insurance com- 
panies. The blue chips selected were Abbott Laboratories, Dow 
Chemical, GE, du Pont and IBM. The life insurance companies 
selected were Aetna Life, Conn. General, Continental Assurance, 
Jefferson Standard and Lincoln National. ’ 

As of the end of 1954, the $1,000 invested in the blue chips 
had grown to $5,640. The $1,000 invested in the’insurance com- 
panies had grown to $29,600. And over the same period, the in- 
surance companies paid approximately 25% more in dividends even 
with their earnings retention policy. 
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IN THE COMMON COLD... 


a new and vitally 


important prescription; 


| for symptomatic control; 


for prevention of 
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bacterial complications 


| 


antibacterial Each capsule contains: 
analgesic Penicillin V (100,000 units) 62.5 mg. a 

Salicylamide 194 me. | 
antipyretic Promethazine Hydrochloride 6.25 mg. 
antihistaminic Phenacetin 130 

Mephentermine Sulfate mg. 

sedative 

E Supplied: Capsules, bottles of 36. 
stimulant | 


Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate 
Wyeth 
R 
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Personal Diary 

and Observations on 
Medical Life 

by MORRIS FISHBEIN, M.D. 


Jan. 28—To New York and 
on the Century approached by 
two promoters who had a treat- 
ment for psoriasis made out of 
pancreatic extracts and doubted 
much it would do more than any 
of a hundred others of which I 
have read. Met also Milton Biow 
full of ideas and enjoyed some 
hours exchanging some of my 
own with him. 


Jan. 29—First came Stan 
Henwood to outline plans for the 
International Poliomyelitis Con- 


gress. Thereafter to luncheon 
with Mistress Pepys. Next came 
Dr. H. B. Parmele for a discus- 
sion of tobacco research and 
then to Doubleday where Milton 
Runyon, Ralph Beebe and Mel 
Evans waited to talk of new 
plans. In the evening to dine at 
Herbert Mayes’ exciting new 
apartment and also George Marek 
came and we played gin, which 
a child can learn in five min- 
utes although some would make 
a great art of it—and old Pepys 
won 75 cents. 


Jan. 30—To breakfast Peter 
Warren with all the new accom- 
plishments of Excerpta Medica— 
a new heart section, 12 abstract 
volumes for congresses, new sec- 
tions for multiple sclerosis and 
muscular dystrophy, and transia- 
tions of Russian abstracts. Talk- 
ing next with Bill Oman of Ox- 


A-154 


ford Press which brings out now 
for old Pepys, “Modern Marriage 
and Family Living.” Also talked 
of research with Paul Warwick. 
At night to cocktails and dinner 
for the Roosevelt Birthday, greet- 
ing again Basil O'Connor and 
Howard Rusk and David Dietz 
and so many more who work on 
poliomyelitis. In the pageant 
were such as Yul Brynner, Arlene 
Francis, Howard Lindsay, Doro- 
thy Stickney, Al Capp, John Daly. 
and in the audience Jim Farley 
seated with Eleanor and James 
Roosevelt, making this altogether 
a tremendous occasion. 


Jan. 31—To breakfast with 
Harry Stuttman and then to gos- 
sip with Tom and Therese Rivers. 
At noon with Elmer Bobst and 
Al Driscoll to launch the new 
Bobst School of Pharmacy for 
Columbia University, meeting 
Bill Lasdon, Dave Barney, Bob 
Swaim and many other old 
friends and saying 10 minutes of 
thoughts on the relation of the 
professions. In the afternoon a 
visit from Anna Sosenko, who 
was ebullient with gossip. There- 
after talked of our new book with 
Ralph Beebe and Mel Evans. 
Then Milton Runyon and Laura 
came to dine, which we all en- 
joyed and so early to bed. 


Feb. 1—Early awake and 
worked at my scrivening while 
Mistress Pepys off to Slenderella 
and to plan a trip with Smith at 
Thos. Cook. After luncheon out 


to Idlewood Airport in a blind- 
ing snow and met Mark Soroko 


off with his staff to Califor ia, 
Waiting with Milton Lasdon ind 
Sylvia some hours and _ finally 
about 5 p.m. the plane loaded 
and ran into a hangar to scrape 
off ice and snow. Next taking off 
in the foggy snow-filled air on 
National for Florida. After alout 
an hour of flying the stewardess 
told us of the plane that crashed 
at La Guardia. So played “Scrab- 
ble” with Milton until we came 
to Miami at 10 P.M., some five 
hours late and thinking that fly- 
ing without shell shock is all a 
matter of confidence in statistics, 


Feb. 2—The sun pours down 
with a temperature over 80° F, 


_ and old Pepys toasts at the pool 


of the Fontainebleau while en- 
thralled with Daphne du Mau- 
rier’s novel, “The Scapegoat. 


Feb. 3-9—More of the same 
with perfect weather, in-between 
times greeting the Lurveys. the 
Carroll Kahns, my sister Jennie 
Rauh and my sister-in-law Hilda 
and George Frankel who sparks 
the Cystic Fibrosis Foundation. 
Saw a Hitchcock picture called 
“The Wrong Man.” which is the 
story of the Stork Club musician 
who was arrested as a burglar. 
and Henry Fonda who played the 
part made him seem too stupid 
even to play the bass fiddle. 
Three times we go to Elmer 
Bobst’s new yacht Alisa V_ find- 
ing it incapable of movement be- 
cause of a broken filter. a broken 
pump and such, but altogether 
one of the most palatial. gor- 
geously decorated and designed 
vessels | have ever seen. Read 
also Hans Habe’s “Off Limits.” 
which is not too complimentary 
of Americans in postwar Ger- 
many; also a mystery of Simenon 
and “Narcissus,” by Negley Far- 
son which is autobiographic with 
enlightenment about England. 


(Continued on page A-156) 
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in 48 hours...” in 12 of 14 casest 


infectious, conjunctivit 

38 of 4 a2 cases “subsided within four to seven days.... 
leritis “responded successfully to topical Metimyd.... 


|  conditi ak 
allergic conjunctivitis “cleared 

a4 


Russia, Germany and Africa. To 
him Norway is the most civilized 
and perfect of people and places. 
Thus the week passes—a week of 
perfect Florida weather where the 
cult of the sun worshipers 
thrives, tanning its leathery hides, 
and where the gamblers fill 150 
tables in the card room every 
night in polite throat cutting. But 
old Pepys finds it more fascinat- 
ing to see the damsels and the 
elderly dames smearing them- 


selves with sun tan oil and pa- 
rading hither and thither in 
Bikinis or slightly more, which 
is a great lesson in what the en- 
docrines or lack of them can do 
to the female anatomy. Then to 
dine well at Chary’s. 


Feb. 10—Again in the sun- 
shine and played gin on the 
beach with George Frankel, Leo 
Schloss, Miles and Irving Fried- 
man and Lasdon, the last-named. 
as usual, profiting greatly 
through great skill combined with 
luck. In the evening with Lurvey. 
Sperling and Weiss all to the 
Eden Roc to dine and to hear 
Joe E. Lewis and Roberta Sher- 
wood, which made for great en- 
tertainment, albeit Joe E. Lewis 
is a vulgarian with jests com- 
pounded of liquor and sex and 
comments on timely topics. 


Feb. 11—In the evening after 
reading “Bon Voyage,” by Joseph 
Hayes, which is on the amateur- 
ish side dealing with a sort of 
“Innocents Abroad” motif, and 
to see Jane Russell in “Under 
Water” involving a skin-diving 
search for gold with not enough 
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ELVIRA: “Doc, we gotta do somethin’ 
*bout grandma’s smokin’.” 

poctor: “Now, Elviry, don’t worry 
about that. Lots of women smoke.” 

ELVIRA: “I know, but grandmaw in- 
hales.” 

poctor: “I still wouldn’t fret, lots 
of women inhale.” 

ELVIRA: “Yeah, doctor, but grand- 
maw don’t exhale.” 


Some IpeEas ABout HysTERECTOMY 


“The lady who has naught within can 
get away with lots of sin.” 
Anon. 


“The woman who has no interior 
May have a figure quite superior.” 


C. A. B. 


When innards are out of any wife 
She’s little bothered by change of life. 
* * 


A LocicaL MISUNDERSTANDING 


The man in the first floor front was 
practicing on his saxophone late at 
night. The housekeeper knocked on 
his door. “Do you know there’s a lit- 
tle old lady sick upstairs?” she asked. 
“Don’t believe I do,” answered the 
musician. “How does it go?” 

* 


Jane Russell skin. In the lobby 
met George Jessel who remem- 
bered our visit with Ben Hecht 
in 1923 and whose toupee was 
slightly askew, which is a good 
word to use in “Scrabble.” 


Feb. 12—Early with Leonard 
Rowntree to visit the medical 
school, meeting Dean Marsh and 
his assistant, Dean Finerty, and 
also many of the: faculty. The 
building is a reconstructed dor- 
mitory adjacent to the Veterans’ 
Hospital in Coral Gables. Next 
to visit General C. C. Hillman 
who has developed wonderful 
new facilities at Jackson Hospital 
including a research institute in 
process of construction. Here 
found the librarian Miss Mildred 
Crowe who is the new editof of 
the Bulletin of the Medical Li- 


brarians’ Association, and we 


talked of the need for impr: ved 
bibliographies following uni- 
form style. 

Whitey Lasdon protested a 
“Scrabble” with the word 
“aphonic,” so old Pepys seni his 


lady to the Doubleday shop to 
find a dictionary with the word 
in it, and this she did readily. 
In the evening all to dine in the 
Rosewood Room with George 
Frankel who was celebrating his 
37th wedding anniversary. Here 
were Rosalind and Ferd Meyer. 
Congressman Morano, Nat Gold- 
stein who has ceased being at- 
torney general in New York and 
his lady who sings merrily. Also 
met Major Warner of the broth- 
ers who make big pictures, and 
Howard Behrman with Pauline 
and Harry Herff and altogether 
a brilliant and enjoyable occa- 
sion, more particularly as old 
Pepys found himself full of vim 
and vigor and danced four 
dances. 


Feb. 13—All the day on the 
yacht of Albert Pick where 
Corinne hosted charmingly, pick- 
ing up Art Kahn and his lady 
who bougkt Gardner Cowles’ 
house and the Simmons and 
Hicks and Miles Friedmanns. 
Reading now a thrilling war ad- 
venture by Alistair McLean called 
“The Guns of Navarone,” a ter- 
rific story of how a picked crew 
captured the fortress from the 
Germans. 

In the evening with Pau! War- 
wick, Henry Legler, Chanly and 
the ladies to dine in the Aztec 
Room of the Americana, a hotel 

(Continued on page A-158) 
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means dependable therapy 


in angina pectoris 


his approach in the treatment of angina pectoris provides 
protection against attacks together with a calmer, more 
serene outlook on life and rehabilitation toward greater 
work capacity and more useful productivity. 


Because each tablet of Pentoxylon combines the valuable tran- 
quilizing, bradycrotic, and nonsoporific sedative actions of Rauwiloid® 
(alseroxylon, 1 mg.), together with the long-lasting coronary vasodi- 
lating effect of pentaerythritol tetranitrate (PETN, 10 mg.), fewer 
and fewer attacks occur and they become less and less severe. 
Demonstrable ECG improvement occurs in most cases. 


Dosage: one to two tablets q.i.d., 
before meals and on retiring. 


LOS ANGELES 
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“9 Assure speedier relief when an attack bs 
the does occur within second «employing if 
the pulmonary portal of entry: the E 
la most direct, quickest-acting route to 
r the coronary circulation, by means of 14 
and Medihaler-N stro inhalation. 
ztec Each metered dose provides 0.25 mg- + 
otel octy! nitrite in jelf-powered nebu- 
Medihaler-Nitro 
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reminiscent of Quintandina in 
Brazil. Here was a great show 
with Gloria DeHaven. Joe Reich- 
man, Jackie Miles and. above all. 
Los Chavales. or the boys from 
Barcelona. who make wonderful 
music. Trini Reyes danced fla- 
menco and the chicken tetrazzini 
was luscious. 


Feb. 14— Played some “Scrab- 
ble” and some gin and read an 
enthralling novel by Van Wyck 
Mason of Charleston, Savannah 
and Richmond during the Civil 
War and the building of the iron- 
clad boats and the first subma- 
rine. In the evening to dine with 
the Behrmans at their home on 
San Marino Island, talking with 
the pediatrician Karelitz of our 
friends here and abroad and 
with Irving Geist about philan- 
thropy. and then played gin with 
Steele and Frankel and a baron 
from Italy and did very well. 


Feb. 15—At noon to North 
Miami to lunch with nine mayors 
headed by Diefenbach, advising 
them about building a new hos- 
pital. Tracy Hare and Gene 
Speck and others participated. In 
the evening Arthur Compton, 
General Hillmann, Rowntree. 
Lasdon and the ladies to dine 
and converse until 11 o’clock and 
then watched the television show 
from the lobby with Georgie 
Price. George Jessel, Earl Wil- 
son, Durante and the Cantor 
daughters. all here for Cantor’s 
65th birthday. 


Feb. 16—In the cabana play- 
ing “Scrabble” against Milton 
Lasdon abetted by the Comptons. 
Mistress Pepys and Sylvia. In the 
evening to dine at the Ameri- 
cana along with Kahns, Lurveys. 
Lasdons and Gorsons and heard 
the program again. Met here also 
Craddock and Fox who manage 
the hotel and inspected some 
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Grandma was putting Amy Louise 
to bed. 

“Shall I tell you a story?” asked 
Grandma. 

“Oh, no,” said Amy. 

“Would you like me to sing a 
sleepy-time song?” 

“No song,” said Amy. 

“What would you like?” asked 
Grandma. 

“T would like you to turn out the 
light and go away,” said Amy, “so I 
can sleep.” 

The candidate for a certificate in 
internal medicine was examining a 
young man with heart disease. “Sup- 
pose you were his doctor,” said the 
examiner, “what advice would you 
give him?” 

“He should live within his limita- 
tions,” was the answer. “He ought to 
have a position without too much 
stress—an easy job.” 

“Yes,” said the examiner, “but be 
more specific; what kind of a job 
would be most suitable?” 

The candidate thought deeply. “I 
would suggest,” he said, “a govern- 
ment department.” 

* 


apartments which have their own 
lanais as in Hawaii. 


Feb. 17—A pleasant day and 
in Harry Herff’s car to the air- 
port for a smooth, uneventful 
flight on Delta to Chicago. On 
this luxurious plane they take the 
steak order when you buy your 
ticket. 


Feb. 18—A day of intense 
writing and reading and phone 
calls and correspondence. 


Feb. 19—At my desk and 
then to dine at the Cape Cod 
Room with Ross McIntire, Pro- 
fessor Ilsa Veith, Leo Zimmer- 
man, Geiling, Max Sadove and 
the Stenns, and the Bookbinder 
soup is a gourmet’s delight. Next 
to the International College of 
Surgeons’ Hall of Fame warmly 
greeted by Max Thorek and‘ in- 
troduced Geiling who spoke to a 
fine and large audience on the 


subjects of pharmacology ind 
surgery. 


Feb. 20—In the afternoon to 
meet with Dan Ryan’s commnit- 
tee to consider evolution of Cook 
County Hospital in a stormy ses- 
sion and then came “Towny” 
Friedman for a conference on 
allergy. 


Feb. 21—To La Rabida where 
all gave greetings to John Ment- 
zer for his 80th birthday and 
old Pepys presented a_ plaque. 
Next to the CAA where Karl 
Meyer was host for the board of 
Hektoen Institute. Hans Popper 
gave his farewell report. Hoff- 
man said everything was flourish- 
ing; Arkin, Colwell, Foley and 
others made timely conversation. 


Feb. 22—All the day at the 
desk; Dr. Riccio came from 
Naples with greetings and a book 
by Musella called “Salute e Dol- 
lari.” In the evening to dine with 
Judge I. Brown and Gladys, along 
with Kennedy of the Tribune, 
Paschen. Kunin, Brennan, Schna- 
dig, Leopold and all the ladies. 
playing games and telling stories 
and talking of many affairs. 
Reading now “Count Roller 
Skates,” another exotic story of 
carnival people. 


Feb. 23—In the morning pa- 
per the notice of the sudden 
death of Maurice Barancik. my 
friend, a man who fought life's 
vicissitudes bravely and whose 
death at 63 was a response to a 
stress of some 20 years. At night 
to dine at Harry and Carol 
Gibbs’ along with Judge Braude. 
Schmaltz, Feiwells and Wolfs— 
the conversation good. the stories 
old and old Pepys lost in mathe- 
matical problems. 


Feb. 24—Out to Highland 


(Continued on page A-162) 
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Typical 
example of 


what the new 


Typical “black eye” before Chymar 
therapy. 


enzyme can do aw 


CHYMAR 


injectable anti-inflammatory enzymatic 
agent with systemic action 


anti-inflammatory 


3 days after starting Chymar therapy. 
Chymar injected in 0.5 cc. doses 
every 8 hours. 


What it is— 


Chymar is a suspension of chymotrypsin, a proteolytic enzyme, in 
sesame oil, for intramuscular injection. 


What it does— 


Chymar controls inflammation and restores normal circulation. 
It hastens absorption of hematomas, minimizes tissue necrosis 
and promotes healing. 


Why Chymar is so safe— 


There are no systemic side effects with Chymar. Chymar does not 
interfere with blood clotting, and no clotting time or serum protein 
determinations are necessary. There are no known contraindications 
to Chymar and no known incompatibilities. 


Indications: Chronic ulcers (stasis, varicose, diabetic) ; 
reduction of hematomas; swelling due to trauma; cellulitis ; 
bursitis and arthritis; phlebitis; and inflammation of the eye 
(iritis, iridocyclitis, chorioretinitis, uveitis). 


Shipped in 5 cc. vials. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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Dosage: Usually, 1 pul- 
vule t.i.d. 


Supplied: As attractive 
turquoise-and-white pul- 
vules of 300 mg., in bot- 
tles of 100. 


release from anxiety 


ULTRAN 


mild, safe tranquilizer 


anxiety quickly allayed 

The patient with vague symptoms, nervous and distressed under 
the burden of unsolved problems, finds release from anxiety 
and restoration of emotional composure. 


mental acuity not impaired 

Exhaustive psychological testing shows that recommended dos- 
age does not affect intellectual or motor abilities. ‘Ultran’ is the 
first drug for which this has been established by objective and 
standardized quantitative tests. 


chemically unique 


‘Ultran’ is a new chemical compound, one of a group of butane- 
diols synthesized at the Lilly Research Laboratories. It is not 
a modification of any other therapeutic agent. 


774030 


ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 


POSTGRADUATE MEDICINE 


| 
| A 
3 
QUALITY / RESEARCH / INTEGRITY “i — 
| 
| 
160 


IN IRON-DEFICIENCY ANEMIA 


potent antianemia therapy plus basic nutritional support 


IS IRON-PLUS 


4 


4 
4 
+ 
4 
4p t 
| 
RE 


IN NUTRITIONAL ANEMIA 


potent antianemia therapy plus basic nutritional support ' 


2 IBEROL Filmtabs a day supply: 


THE RIGHT AMOUNT OF IRON 


jfilmitab’ 
Ferrous Sulfate, U.S.P.......... 1.05 Gm. 
(Elemental |ron—210 mg.) | 


PLUS THE COMPLETE B COMPLEX IS IRON-PLUS 


BEVIDORAL®......... 1 U.S.P. Unit (Oral) 


(Vitamin Bi with Intrinsic Factor 
Concentrate, Abbott) 


Liver Fraction N.F............. 200 mg. 
Thiamine Mononitrate.............. 6émg 
30 mg. 
Pyridoxine Hydrochloride........... 3mg. i 
Calcium Pantothenate.............. S mg. 


PLUS VITAMIN C 
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Putting on weight—even a few pounds—can be P 
a danger signal. But weight control as well as 
weight reduction requires your patient’s cooper- 
ation. ALTEPOSE can help you, for it makes 
reducing easier. ALTEPOSE contains ‘Propa- 
drine’ to curb appetite, thyroid to release tissue- 
bound water, ‘Delvinal’ to relieve irritability. 


Ss 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO. INc., PHILADELPHIA 1, PA. 
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Park to visit with the children 
and grandchildren. enjoyable 
while it lasted but it wears you 
down a bit. 


Feb. 25—First to the funeral 
of Maurice Barancik. Thereafter 
to meet with the advisory board 
of the Museum of Science and 
Industry. greeting Ray Allen of 
U.C.L.A.. who was visiting and 
worked out plans for new ex- 
hibits. At lunch traded reminis- 
cences with Major Lohr. In the 
evening Sylvia Covet to dine and 
to review problems of Post- 
GRADUATE MEDICINE and to view 
Charles Van Doren and the amaz- 
ing Mrs. Nearing. 


Feb. 26—Early to the city 
where the income tax adviser. 
the dentist. the bookstores and 
Charles Lawrence took the time 
and then to see Leon Jacobson 
and Dwight Clark who seemed 
pleased with my physical prog- 


HOSPITAL BEDS 


¢ Medical 
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ress. Next to the desk and then 
while observing three quiz pro- 
grams played “Scrabble” and 
was defeated four out of five by 
Mistress Pepys. 


Feb. 27—Once more with the 
committee on the Cook County 
Hospital. Here were leaders of 
the Welfare Council with Tom 
Underwood as their spokesman. 
They presented the case for a 
new hospital on the south side 
of Chicago, with Babcock saying 
it would be easy to build a hos- 
pital first and then to find a staff 
and Miss Sheehan from Billings 
who was hopeful married nurses 
would come back to work if a 
hospital was in the neighbor- 
hood. Karl Meyer and Fred Hert- 
wig expressed grave doubts. At 
night by train to Cleveland and 
finished reading a western about 
a secret valley with lots of shoot- 
ing. These horse operas grow 
more popular. 


Feb. 28—With Charles He 
for breakfast at the Hotel C).-ve. 
land and then for a walk an ong 
the bookstores, buying a ‘ew 
items of interest. After lunc! con 
to Medina, Ohio. which use: to 
be Mecca and to visit the hos) ital 
with Dr. Austin and the superin- 
tendent Miss Cope. Next to \ iew 
the city where the principal in- 
dustries are bees, with the A. D, 
Root Co. and surgical devices of 
Heustad. Thereafter to dinner in 
the magnificent high school and 
addressed some 400 citizens on 
the needs of the hospital. Dr. Du 
Bois from Columbus told what 
Hill-Burton would do. The Rey- 
erend Robert Searles made intro- 
ductions as did John Weber. Drs. 
Karson and Jones spoke and 
Austin dashed off to deliver a 
boy. Then back to Cleveland in 
a driving storm, and read “Son 
of Dust.” by Madison Taylor. a 
great first novel for people who 
like horses. 


RICHARD ARMOUR 


THAT TIRED FEELING 


Hospital beds, of steel and chrome, 
Are higher than the ones at home, 
And patients often pale with fright 
On looking down from such a height. 


Yes, they are dangerous to crawl from 
And really damaging to fall from, 
And it’s no wonder patients peer 


Down at the floor with wide-eyed fear. 


But if these beds that so appall 

Must really, truly be at all, 

It’s good, at least, that they are where 
Those falling get the best of care. 


Does your patient complain 
Of that “worn out feeling” ? 

Do his joints give him pain? 
Is his poor head reeling? 


Does he wake up tired, 
With his muscles aching? 
Is an effort required 
To arise, after waking? 


Is this what he endures 
Almost any season? ... 
If his life is like yours 
He has plenty of reason. 
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go for faster and higher 
initial tetracycline blood levels 


now...the new phosphate complex of tetracycline 


Squibb Tetracycline Phosphate Complex 


the broad clinical spectrum of SUMYCIN against pathogenic organisms 


| Gram Negative Bacteria Gram Positive Bacteria 


Large Viruses Rickettsias Proteus Shigella | Salmonetia | Coliforms Hemophilus Nersseria Streptococ Staphylococci | Pneumococci Sprrochetes Actinomyces 


SUMYCIN 
the new phosphate complex of tetracycline 


SUMYCIN 
a single antibacterial antibiotic 


SUMYCIN 
a well tolerated antibiotic 


SUMYCIN 
a true broad spectrum antibiotic 


Minimum adult dose: 1 capsule q.i.d. 

Each Sumycin capsule contains the equivalent 
of 250 mg. tetracycline hydrochloride. 
Bottles of 16 and 100. 
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SQUIBB 


| 
Squibb Quality the Priceless Ingredient 
A, 


“SUMYCIN® IS A SQUIBB TRADEMARK 


April 1957 


2. 
A 
te 
| 
fen 


for natural acceptance of your prescribed contraceptive regimen «+ fulfills your patient's 
natural wish that her possessions reflect her femininity. Each Lanteen Exquiset contains: 3 oz. 
tube of Lanteen spermicidal jelly, soothing, cleanly scented; easy-to-insert, molded, flat spring 
diaphragm; Easy-Clean applicator ; universal inserter — all fitted into a stylish, soft plastic purse. 


Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin in a 
tragacanth base. Lanteen jelly and flat-spring diaphragm sets are distributed by George A. Breon & Company, 1450 Broadway, 
New York 18, N.Y. (In Canada: E. & A. Martin’ Research Ltd., 20 Ripley Ave., Toronto, Canada.) Manufactured by Esta Medical 
Laboratories, Inc., Chioago 38, lil. *Trademark of George A. Breon & Company 
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INCOMPARABLE | COMPARABLE 
oral to injection 
reliability reliabili 


© Unparalleled gastric stability 
© Prompt, optimal duodenal absorption 
@ Injection-like blood levels 


ORAL Penicillin with INJECTION Performance 


Oral penicillin tor you q 
to depend upon... | 
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= Penicillin V, Crystalline (Phenoxymethy! Penicillin), Tablets 
VEE Suspension is Ben Penicillin V Oral Suspension 
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TECHNICAL EXHIBITS—In Print 


PHARMACEUTICAL SPECIALTIES, SURGICAL INSTRUME! TS, 
PEDIATRIC AND DIETETIC FOODS, MEDICAL BOOK 
AND OTHER PRODUCTS AND SERVICES 


Abbott Laboratories—Tronothane = 
Erythrocin A-7 
Nembu-Serpin |... A-10¢ 
Tridione; Paradione; Phenurone; Gemonil \-132 
Iberol ... Facing A-160-161 

American Meat Institute \-81 

Ames Company, Inc.—Clinitest : \-40 
My-B-Den ....... \-86 

Armour Laboratories, The— Chymar 4-159 

Ayerst Laboratories—Beminal 817 A-72-7; 
Clusivol \-83 
Premarin Facing A-120-121 
Mediatric é A-167 

Bard-Parker Company, Inc. 

B-P Rib-Back Surgical Blades \-76 
Borden Company, The—Mull-Soy A-28-29 
Bristol Laboratories, Inc.-—Tetrex A-61-65 
Burrcughs Wellcome & Company, Ine. 

Cortisporin \-120 
Chatham Pharmaceuticals, Inc.—Koagamin \-70 
Chicago Pharmacal Company—Resydess A-150 
Ciba Pharmaceutical Products, Inc. 

Serpasil \-7 

Priscoline Fourth Cover 
Davies, Rose and Company, Ltd. 

Quinidine Sulfate . A-20 
Desitin Chemical Company—Desitin Ointment A-118 
Eastman Kodak Company . Facing A-100-101] 
Eaton Laboratories—Furadantin 77 

Furacin A-119 
Endo Laboratories, Inc. —Hycodan A-105 
Esta Medical Laboratories, Inc.—Lanteen A-164 
Fleet, C. B., Company, Inc.—Fleet Enema A-122 
Florida Citrus Commission 
Fougera, E., & Company, Inc.—Diasal \-97 
Geigy Pharmaceuticals—Butazolidin \-121 
General Electric Company—G. E. Patrician \-69 
Glidden Company, The—RG Lecithin A-48 
Hoffmann-La Roche, Inc.—Gantrimycin 4-30 

Noludar \-80 

Lipo Gantrisin Facing A-104-105 

Romilar A-116 

Azo Gantrisin A-140 
Irwin, Neisler & Company—Unitensen-R 4-59 
Jackson-Mitchell Pharmaceuticals, Inc. 

Meyenberg Goat Milk A-134 
Johnson & Johnson—Zonas Adhesive Tape 4-57 
Knox, Chas. B., Gelatine Co.—Gelatine \-61 
Lakeside Laboratories, Inc.—Cantil \-84 

Tridal \-85 
Lederle Laboratories Diamox \-16 

Aureomycin A-24-25 

Pronemia \-49 

Achrocidin \-89 

-Folbesyn 4-100 

Mumps Vaccine \-108 

Varidase A-112 

Achromycin-V Facing A-136-137 
Leeming, Thos., & Company—Calmitol A-56 
Lilly, Eli, and Company—Tes-Tape 4-33 

Ultran A-160 
Lloyd Brothers, Inc.—Doxinate 240 A-128-129 
MeNeil Laboratories, Inc. 

Butiserpine A-10 

Flexin A-95 

Butibel A-127 
Massengil], The S. E., Company 

Homagenets A-9 

Salcort \-42 

Obedrin \-109 

Livitamin A-151 
Merck Sharp & Dohme, Div. Merck & Co., Inc. 

Cremomycin Second Cover 

Redisol \-74 


\-82 


Tetrazets 
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Tec inical Exhibits— Continued 


Merc). Sharp & Dohme, Div. Merck & Co., Inc. (Cont.) 


Mephyton A-87 
Me rolone A-130-131 
Alt pose A-161 
Inyersine Third Cover 
Merre!!, The Wm. S., Company—Bentyl A-36-37 

Kolantyl A-90-91 

Ta A-123 
Mutua! of Omaha—Insurance A-144 
National Dairy Council A-146 
Nuclear-Chicago—Nuclear Instruments A-50-51 
Organon, Inc.—Nugestoral A-114 
Ortho Pharmaceutical Corporation 

Delfen oe Facing A-68-69 

Gentersal A-125 
Parke, Davis & Company —ABDEC Drops A-138-139 

Carbrital A-141 

Myadec A-143 

Taka-Combex A-145 

Eldec ; A-147 
Pet Milk Company —Evaporated Milk A-27 
Pfizer Laboratories, Div. Chas. Pfizer & Co., Inc. 

Ataraxoid A-17 

Sigmamycin A-75 

Neo-Magnacort A-108-144 

Sterane ; A-124 
Picker X-Ray Corporation—Dec ade Scaler A-67 
Pitman-Moore Company—Novahistine A-12 
Quaker Oats Company, The—Oatmeal A-93 
Reed & Carnrick—Tarcortin A-ll 
Riker Laboratories, Inc. 

Rauwiloid and Combinations A-71 

Medihaler-Phen A-133 

Pentoxylon; Medihaler-Nitro A-157 
Robins, A. H., Co., Ine. 

Allbee with C; Entozyme Facing A-16-17 

Phenaphen Plus .. A-95-108-144 
Roerig, J. B., and Company- — Atarax A-55 

Viterra .... A-113 
Rorer, William H., Inc.—Maalox A-53 
Rystan Company, Inc.—Panafil A-126 
Saunders, W. B., Company A-14-15 
Schering Corporation—Sigmagen A-2-3 

Meticortelone Facing A-40-41 

Meti-Derm Facing A-92-93 

Metimyd A-155 
Searle, G. D., Company Dramamine A-l 
Sherman Laboratories—Protamide A-32 
Smith-Dorsey, Div. of The Wander Company 

Rauvera A-21 

Pabirin: Pabirin AC A-110-111 

Rautensin A-137 
Smith, Kline & French Laboratories 

Compazine A-148 
Squibb, E. R., & Sons, Div. Mathieson Chem. satict 

Engran A-35 

Sumycin A-44-45-163 

Raudixin A-115 

Florinef-S A-142 
Strasenburgh, R. J.. Company—Biphetamine A-135 
Upjohn Company, The—Panmycin Phosphate A-41 
Wallace Laboratories, Div. Carter Products, Inc. 

Miltown . A-19-152 
Wampole, Henry K., & Company, Inc.—Vastran A-98-99 
Warner-Chilcott Laboratories —Tedral A-43 

Pyridium A-117 

Peritrate A-168 
Warren-Teed Products Company, The 

Myoflex A-39 
Welch Allyn, Inc. 

Ophthalmoscopes; Otoscopes A-166 
White Laboratories, Inc.—Gitaligin A-23 
Winthrop Laboratories —Zephiran A-4 
Wyeth, Inc.—Ansolysen A-22 

Ansolysen; Purodigin; Thiomerin; Wyamine A-46-47 

Sparine A-63 

Equanil A-101-102-103-104 

Pen-Vee-Cidin A-153 

Pen-Vee A-165 
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PATIENTS ON 
“MEDIATRIC” 
CAN EXPECT 
A HEALTHIER, 
HAPPIER 
“SECOND FORTY 


YEARS" 


Steroid-Nutritional Therapy 
Provides a 
Constructive Approach 


in Preventive Geriatrics 


“MEDIATRIC; 


AYERST LABORATORIES 
New York, N.Y. ¢ Montreal, Canada 
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24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Will 1 be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 


A new sense of freedom restores the “cardiac cripple 
to a sense of usefulness and participation, although he 


should not now indulge in previously prohibited stren- 
uous exercise. 


Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 
tients are met with Peritrate’s five convenient dosage 
forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 

Usual Dosage: A continuous schedule of 10 to 20 mg. 
before meals and at bedtime. 


Peritrate 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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Predictable hypotensive effect — orally 


INVERSINE 


MECAMYLAMINE HYDROCHLORIDE 


INVERSINE is chemically different from the 
quaternary ammonium ganglionic blockers, 
: and orally is completely absorbed. This en- 
: sures a predictable, reproducible and lasting 

hypotensive response—tomorrow’s dose of 
’ INVERSINE will bring about the same reduc- 
tion of blood pressure as today’s. “This drug 
is completely absorbed when given by mouth 
and has such a gradual onset and offset of 
action that a continuous and effective level 
of blockade can readily be achieved....’’" 
Reference: 1. J. Michigan Soc. 55:154 (Feb.) 1956. 


~ 


' Dosage: Initial dose, 2.5 mg. twice daily, increased by 2.5 mg. at 2-day 
intervals. Average daily dose 25-30 mg. 

5 Supplied: 2.5 mg. scored tablets and 10 mg. quarter-sected tablets In bot- 
tles of 100. 


INVERSINE IS A TRADEMARK OF MERCK @ CO., INC. 


| MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc.. PHILADELPHIA 1, PA. 
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. it exerts a direct vasodilating effect on vessel walls; r 
_ increases blood flow to the extremities. 
TABLETS, 25 mg. (scored). ELIXIR, 25 mg IALS, 10 mi.,25 mg. per ml. 


